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The natural history of primary hyperoxaluria (Archer, 
Dormer, Scowen, and Watts, 1957a) is one of progres- 
sive bilateral calcium oxalate urolithiasis, nephrocalcino- 
sis, and recurrent infection of the urinary tract: the 
latter accelerates the renal parenchymal destruction 
initiated by the nephrocalcinosis, and death occurs in 
childhood or early adult life from renal failure and 
hypertension. There are no characteristic overt bio- 
chemical abnormalities except for a continuous high 
urinary oxalate excretion, which is unrelated to 
exogenous factors; and urinary oxalate determinations 
are necessary to distinguish these patients from cases of 
calcium oxalate urolithiasis without hyperoxaluria. Cal- 
cium oxalate deposits in the parenchyma and interstitial 
tissue of the kidneys, and in other organs (oxalosis), are 
characteristic histological findings. The renal deposits 
are not necessarily related to areas of post-pyelonephritic 
scarring. 

Primary hyperoxaluria is a rare disease, and we have 
been able to find only 10 recorded cases that can be te- 
garded as reasonably definite examples of the condition 
(Table 1). The apparent occurrence of the condition 
among siblings (Newns and Black, 1953: Aponte and 
Fetter, 1954) suggests that it results from an inborn 
error, although lack of urinary oxalate determinations 
among the supposedly affected siblings except in two 
of the three cases reported by Aponte and Fetter (1954) 
makes a certain retrospective diagnosis impossible. 
Myers (1957), in reviewing the aetiology of urolithiasis 
in childhood, mentions two families in which cases of 
what he termed “ familia! oxaluria ” occurred. We have 
investigated the first of these in which twin girls and 
their sibling brother suffered from renal calculi; the 
affected members, their unaffected brother, both parents, 
and a paternal uncle were all found to excrete normal 
amounts of oxalate. These cases cannot, therefore, be 
fegarded as examples of primary hyperoxaluria and 
should not, in our opinion, be classified with Newns and 
Black’s (1953) case, although the presence of some other 
genetically determined factor which predisposes to 
urolithiasis in this family cannot be excluded on the 
basis of this finding.* The second family discussed by 

*We are indebted to Dr. R. E. Bonham-Carter and Professor 


M. L. Rosenheim for their help in tracing this family and for 
giving us access to their case records. 


From the Medical Unit, St. Bartholomew's Hospital, London 


Myers (1957) is the one which was reported by Newns 
and Black (1953) (see Table 1). 

Lund and Reske-Nielsen (1956) reported two cases of 
calcium oxalate nephrolithiasis and nephrocalcinosis 
with oxalosis. These differed from the cases recorded in 
Table I in that they presented at relatively advanced ages 
(16 and 35 years) and survived to the ages of 35 and 40 
respectively. The urinary oxalate excretion by these 
patients was not determined. Vischer ( 1947), Ostry 
(1951), and Mulloy and Knutti (1951) described cases in 
which patients with calcium oxalate nephrocalcinosis 
died from renal failure at the ages of 5 months, 11 years, 
and 28 years respectively ; data concerning the urinary 
oxalate excretion levels and the occurrence of oxalosis 
are lacking from these case reports also. Arons, 
Christensen, and Sosman (1955) mention a case diag- 
nosed as chronic glomerulonephritis with secondary 
hyperparathyroidism and urinary calculi in which cal- 
cium oxalate crystals were found in the kidneys, lymph 
nodes, and lungs at necropsy. This may have been a 
case of primary hyperoxaluria, although the occurrence 
of calcium oxalate nephrolithiasis only late in the evolu- 
tion of the disease would be atypical, and again no 
urinary oxalate determinations were apparently per- 
formed. 

We have met with two accounts of calcium oxalate 
nephrocalcinosis in patients who did not die from renal 
failure : Lepoutre (1925) noted calcium oxalate crystals 
in a renal biopsy from a child aged 44 years (the cause 
of death in this case is not stated), and Laas (1941) 
reported a similar finding in a man dying accidentally at 
the age of 25 years. Whether these additional cases 
where information concerning the urinary oxalate excre- 
tion level or the occurrence of oxalosis is lacking should 
be regarded as examples of primary hyperoxaluria is 
uncertain. 

Newns and Black (1953) reported that in the case they 
described some of the oxalate in the urine was present 
in non-ionized form but could be rendered precipitable 
with calcium ions by acid hydrolysis. We have been 
unable to confirm this (Table ID. 

The fundamental abnormality in primary hyper- 
oxaluria might theoretically be a low renal oxalate 
threshold, excessive gastro-intestinal oxalate absorp- 
tion, or increased endogenous oxalate synthesis. The 
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Urinary 
Age at Ist Age at Oxalate Renal 
Author Sex Presentation Symptom Death Excretion Oxalate Oxalosis 
(Years) (Years) (mg.(COOH), Deposits 
.2H, 0/24 hr.) 
Davis ef al. (1950) M Acute febrile illness (nature ?) 3 | #2 Present Present 
| Polyuria. Radiological evid- 
enc of renal calculi 
Chou and Donohue (1952) ; M Haematuria 1it/12 611 12 
Zollinger and Rosenmund (1952) M Urinary tract infection. Renal 36/12 4612 - 
failure 

Newns and Black (1953) F* Passage of urinary calculi 2 87/12 95-182 No necropsy) No necropsy 

M* ft Increased frequency of micturi- 5 16 200 Present Present 
Aponte and Fetter (1954) . tion 

M* t Haematuria 10 13612 180 
Burke ef (1955) M 3 1110 12 ‘ 
Duan (1955) F aa 4 1s 
Neustein ef al. (1955) M Passage of urinary calculi 1312 5 — oe | 
Lund (1957) M on 3 22 

M Haematuria, passage of urinary I Alive (22) 162-290 
Archer ef al. (1957a) ¢ calculi 

F Renal pain, haematuria a Alive (10) 110-265 Present } 


* The pedigrees of these cases each contain one other sibling in whom the clinical data strongly suggest the condition but on whom neither necropsy data 


nor the level of the urinary excretion are known. 
t Twins. 
> In tissue removed at operation. 


TasLe Il.—Effect of Hot Acid Hydrolysis on the Amounts of 
Oxalate Which Can be Precipitated as Calcium Oxalate 


Oxalate Content (mg. 100 ml.) 


| Subject 
Unhydrolysed | Hydrolysed 
1 | hyperoxaluric 84 (3) |} 82 (3) 
2 Norma 38 @) 36 (3) 
19 (4) 19 (4) 


The figures in parentheses indicate number of replicate determinations upon 
which the cited mean value is based. . 

In each experiment the hydrolysed urine was prepared by adding con- 
centrated HC] (5% by volume) to a measured portion of a 24-hour urine 
collection and boiling under reflux for half an hour. The original vol ime was 
restored by the addition of an appropriate volume of water, and most of the 
urinary pigments were removed by treatment with a weighed amount of 
charcoal (“ . orit"") for 12 hours at room temperature. The charcoal was 
filtered off and replicate oxalate determinations were performed on the 
filtrates. The same procedure was followed for the unhydrolysed samples, 
except that water was added in place of concentrated HCI and boiling was 
omitted. 
experiments reported in the present paper were under- 
taken in order to investigate some of these possibilities. 

The confusing and often uncritical earlier literature 
dealing with the possible physiological and pathological 
significance of oxalic acid and its salts was reviewed by 
Jeghers and Murphy (1945). It is now generally believed 
that oxalate plays no part in the intermediary meta- 
bolism of animals (see, for example, Curtin and King, 
1955), but glyoxylate appears as an intermediate in one 
of the pathways of glycine metabolism (Weinhouse and 
Friedmann, 1951: Nakada and Weinhouse, 1953; 
Nakada, Friedmann, and Weinhouse, 1955 ; Weinhouse. 
1955), and the conversion of glyoxylate to oxalate in the 


intact rat has been demonstrated (Weinhouse and Fried- 
mann, 1951). Trampetti and Vantaggi-Cozzari (1948) 
reported the conversion of glycine to glyoxylate and 
oxalate in vitro by heart muscle preparations, and 
Nakada er al. (1955) demonstrated the incorporation of 
the glycine a-carbon atom into oxalate by liver slices 
when glyoxylate was added to the incubation medium. 
Although the conversion of glycine to formate and 
carbon dioxide via glyoxylate is probably not the main 
normal pathway of glycine metabolism (Arnstein, 1954), 
it Suggests a possible source other than a simple dietary 
one from which urinary oxalate might arise. 

Detoxication of the benzoate ion by hippurate forma- 
tion in vivo results in depletion of the free glycine meta- 
bolic pool (Arnstein and Neuberger, 1951 ; Simkin and 
White, 1957), and sodium benzoate was administered in 
the present work in order to produce this effect. 


Illustrative Cases 


A detailed clinical description of the two cases on which 
the present studies were made has been given elsewhere 
(Archer et al., 1957a). 

Patient 1—-A man aged 22 had a history of recurrent 
urinary calculi beginning at the age of | year. Seven major 
surgical operations, including a partial nephrectomy, were 
required for the removal of urinary tract calculi ; a staphylo- 


coccal urinary infection which lasted 18 months occurred 


when he was 12 years old: and repeated studies designed to 
demonstrate any disorder of calcium and phosphorus meta 


Fic. 1 


Fic. 
polarized light 
he found in the interstitial tissues of the kidney, 


Fic. 2 


1.—Photomicrograph of a histological section prepared from surgically excised kidney tissue from Case 2, viewed under 
A typical well-defined calcium oxalate crystal is seen, probably lying in a renal tubule. 
and, in oxalosis, occur in the extrarenal tissues also 


Similar crystals may 
F1G. 2.—Plain abdominal 


radiographs of Case 2 taken at an interval of approximately four months and illustrating the very rapid growth of multiple 
calculi characteristic of primary hyperoxaluria 


Taste 1.—Reported Cases which are Regarded as Examples of Primary Hyperoxaluria 
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bolism have proved negative. The urinary oxalate excretion 
was first determined in July, 1955, and repeated determinations 
since have given results in the range 162-290 mg. of 
(COOH):.2H:O per 24 hours as opposed to the normal value 
of <40 mg. of (COOH).2H2O per 24 hours (Archer et al., 
1957b). At the time of writing he had multiple small renal 
calculi and hydronephrotic changes in both kidneys. The 
urine was Sterile, there was continuous microscopic and 
occasional macroscopic haematuria, and small calculi were 
occasionally passed per urethram, There was evidence of 
impaired renal function (poor concentration of radio- 
opaque dyes, blood urea 62 mg./100 ml., urea clearance 
32°, of the average normal value) with compensatory 
polyuria, and renal hypertension (blood pressure 145/110 
mm. Hg). He was able to perform full-time clerical work 
and to engage in some competitive sport. There was no 
family history of urinary calculi. Re-examination of the 
only available histological section of the tissue removed 
from his left kidney six years ago showed only the effects 
of pyelonephritis. 

Patient 2.—-A girl aged 11 years had a seven-year history 
of recurrent urolithiasis, for which three major surgical 
operations had been performed with, at the present time, 
multiple small bilateral renal stones, hydronephroses, con- 
tinuous microscopic haematuria, but relatively little evidence 
of parenchymal renal damage (blood urea 43 mg./100 ml.. 
urea clearance 62.5% of the average normal value. blood 
pressure 130/80 mm. Hg). The only other abnormality was 
the grossly increased urinary oxalate excretion—110-265 
mg. of (COOH).2H:O per 24 hours -which has been found 
on each occasion that it has been measured during the past 
2} years. There is no family history of urinary calculi. 
The appearance of calcium oxalate crystals in histological 
preparations examined with polarized light is well shown in 
sections of this patient’s kidney (Fig. 1). The characteristic 
rapid reaccumulation of multiple renal calculi after surgical 
treatment was illustrated by the serial abdominal radiographs 
(Fig. 2). 

Calculi from both patients have been analysed on several 
oceasions and shown to consist entirely or almost entirely of 
calcium oxalate. 


Analytical Methods 


Urinary oxalate was determined as previously described 
(Archer et al., 1957a, 1957b). Both patients had microscopic 
haematuria, and Patient 2 experienced occasional episodes 
of macroscopic hacmaturia during the course of the present 
study. The determinations also had to be made in the 
presence of considerable amounts of hippurate and probably 
also of benzoate in the urine. It was shown that neither 
blood (0.005 ml. of blood per ml. of urine) nor hippurate 
and benzoate in the concentrations encountered in the 
present experiments interfered with these determinations. 

Urinary creatinine determinations, using a standard 
procedure based on the Jaffe reaction (Hawk ef al., 1947). 
were employed as a check on the completeness of the 24- 
hour urine collections. 

Urinary amino-nitrogen was determined by formal titra- 
tion, allowance being made for the amount of NH: present 
(Hawk et al., 1947). 


Taste IV.-Proportion of the 
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Urinary Hippuric Acid-When large amounts of sodium 
benzoate were being administered, hippuric acid had 
crystallized spontaneously by the time that the 24-hour urine 
collections were available for analysis. The crystals were 
filtered off, 50-ml. portions of the filtrate were removed 
without delay, and their hippuric acid content was deter- 
mined by a standard procedure (Hawk et al., 1947). The 
hippuric acid removed by the initial filtration was dissolved 
in water and determined titrimetricall: 

Diets and Food Analyses (for Oxalate and Calcium). 
A repetitive standard diet was employed except where a 
low-protein intake was required (see below). It was not 
practicable to analyse every day’s food, so determinations 
were made on representative days of each experimental 
period ; the results cited in Table III are average values. (For 
details of the standard diet and of the methods of sampling 
and analysis see Archer et al., 1957b.) 


Taste Wl. -Oxalate and Calcium Contents of Diets 


Oxalate | Calcium 
Patient Diet (mg. Ca/Day) 
f Standard 1,100 = 1,250 
| Low protein 950 800 
> f Standard 800 900 
Lew protein 750 425 


Experimental and Results 


One group of experiments was designed to determine 
whether patients suffering from primary hyperoxaluria 
excrete supernormal amounts of oxalate in the urine 
following the ingestion of this anion. Other experiments 
were designed to test indirectly the hypothesis that glycine 
is the precursor of at least some of the oxalate which these 
subjects excrete. The latter experiments comprised a study 
of the effect of (1) a low-protein diet. (2) the administration 
of large doses of sodium benzoate, and (3) the administra- 
tion of large amounts of glycine on the urinary oxalate 
excretion. A limited number of comparable observations 
have been made on two normal subjects. 


Effect of Ora! Administration of Sodium and Calcium Oxalates 
and of Expressed Rhubarb Juice on Urinary Oxalate Excretion 
in Primary Hyperoxaiuria 

Sodium and calcium oxalates were given in increasing 
daily doses (Fig. 3). The same amounts of sodium oxalate. 
calculated on the basis of unit body weight, were given as 
in our previously reported studies on normal subjects 
(Archer et al., 1957b): the total amounts of calcium oxalate 
administered were, however, larger. Sodium oxalate was 
given as an aqueous solution (2.66 g. of (COONa»: per litre), 
and calcium oxalate in rice-paper cachets (0.5 g. of 
Ca(COO):.H2O per cachet). The expressed rhubarb juice 
contained an amount of oxalate equivalent to about 4 g. of 
(COOH>.2H20 per litre, and 1,000 g. of fresh rhubarb stem 
yielded approximately 900 ml. of juice. The daily doses 
(Fig. 3) were divided into four equal portions, given after 
meals. Patient 1 received total amounts of sodium and 
calcium oxalates and of rhubarb juice equivalent to 13.5 g., 


{dministered Dose of Sodium Oxalate and of the Oxalate Present in Rhubarb Juice 


which was Subsequently Excreted in Urine 


Calculated Basal’ Urinary 
Oxalate Excretion during 
Experimental Periods 
(mg(COOH),.2H,0 per 24 hr.) 


Mean Urinary Oxalate 
Excretion During 


Observed Total Oxalate Ex- 
cretion during Experimental 


(mg.(COOH),.2H,O) 


Calculated Increase in Urinary 
Oxalate Exesetion Associated 


Periods with Administration of 


Patient Control Periods 
(COONa), Rhubarb Juice 
per 24 hr.) (COONa),- | Rhubarb Juice (COONa),- | Rhubarb Juice ‘erree 
Administration Administration Administration’ Administration mg of me. “ot 
(COOH),.2H,0] Dose | (COOH),.2H,0 | Dose 
191 1,146 784 1,47 972 331 208 
2 219 1,314 638 1,72 598 407 5-4 40 1-2 


The average daily urinary oxalate excretion during the control periods, shown in Fig. 3, has been computed for each patient and the “ basal" level ‘of 
oxalate excretion during the experimental periods (periods of sodium oxalate or of rhubarb juice administration) is assumed to be equal to this value 


See text for the total amounts given 
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34.5 g.. and 11.2 g. of (COOH).2H20 respectively. The 
total doses of sodium and calcium oxalates and of rhubarb 
juice given to Patient 2 were equivalent to 7.5 g., 25 g., and 
3.4 g. of (COOH):.2H2O respectively. 

The time course of the increase in the urinary oxalate 
excretion associated with sodium oxalate feeding (Fig. 3) 
closely resembles that found in the comparable experiments 
with normal subjects (Archer ef al., 1957b). The fraction 
of the total sodium oxalate dose which was excreted in the 
Table IV) also agreed with the corresponding 


urine (see 
values obtained previously (2.3%, 3.3%, 4.5 and 3.1 
respectively for four normal individuals) (Archer et al., 
1957b). The evanescent increase in the urinary oxalate 


excretion which occurred when rhubarb juice was adminis- 
tered did not exceed that which might have been expected 
on the basis of the oxalate content of the juice (Table IV). 
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HCI was demonstrated in both patients, thus excluding 
hypochlorhydria as a cause for the difference between the 
effect of sodium oxalate and of calcium oxalate feeding. 


Effect of a Restricted Dietary Protein Intake on Urinary Oxalate 
Excretion 

The daily urinary oxalate excretion by the patients during 
periods of low-protein intake and during control periods 
when the protein intake was not restricted are shown in 
Fig. 4. In the case of Patient 1, whose daily protein intake 
was 35 g. and 70 g. during the experimental and control 
periods respectively, ee difference between the average daily 
urinary oxalate excretion during the experimental and the 
combined control periods is such that 0.01<P<0.02. and 
the difference between the average daily excretion for the 
two control periods is such that 0.05<P<0.1. In the case 


Calcium oxalate administration did not materially alter of Patient 2 the difference between the average urinary 
the level of urinary oxalate: normal secretion of gastric — exeretion for the control period (dietary protein intake 50 g. 
daily) and the combined experimental 
PATIENT | PATIENT 2. periods (dietary protein intake 17 g. daily) 
i shown in Fig. 4 is such that P>0.1. 
: 350 
Effect of Sodium Benzoate Administration on 
: : Sodium benzoate administration was 
> ' associated with a decrease in the urinary 
7 ‘ oxalate excretion by both patients (Figs. § 
-* *\ \ and 6). The magnitude of the response was 
>3 \\ N \ 200 smaller in Patient 1 than in Patient 2 
although there is no doubt of its signifi- 
is urinary Oxalate excretion during the period 
ze <! of sodium benzoate feeding and that during 
« S 100k 2 fan 3 4 sooo the:~ combined control periods before and 
Ox 185! after the experimental period in Patient | 
2° : : * a tion of hippuric acid indicated that up to 
- WI Wy MY Wy 200 mMol (15 g.) and 100 mMol (7.5 g.) of 
2 > glycine were excreted each day in this form 
< te periods of sodium benzoate administration 
i ' 42000 third period of sodium benzoate feed- 
a : phn ing in the case of Patient 2, this time com- 
Day OF STUDY Day OF STUDY bined with a restricted protein intake (17 g 
Fic. 3.—Daily urinary oxalate excretion and the total daily intakes of calcium daily), lowered the average daily urinary 
and oxalate by Patients | and 2 during a period when supplements of sodium and oxalate excretion to approximately the 
st sse har oe re “ing j > 
calcium oxalates and expressed rhubarb juice were being administered. same level as that shown during the 


second period of sodium benzoate admini- 


PATIENT |. PATIENT 2. stration in Fig. 6. There was thus no evi 
dence that the effect of sodium benzoate 
‘r 7 {250 could be enhanced appreciably by com- 
a“? bining it with a low-protein dict. An 
V7 4200 attempt to lower the urinary oxalate excre- 
tion in Patient 2 permanently by means of 
prolonged sodium benzoate administration 
aL ‘y (20 g. per day) was unsuccesful ; after about 
~ ae four weeks the excretion of oxalate rose 
<2 v gradually to high levels. Here, as with the 
“3 ib data presented in Fig. 6, the average level 
23 of urinary oxalate excretion after sodium 
58 benzoate administration was higher than 
vor ‘ 
: J Renal colic and macroscopic haematuria 
s 7 2000 occurred intermittently towards the end of. 
and for a period of about 10 days after, 
$ TaNDARD | LOW PROTE N STANDARG STAMDARL both of the longer periods of sodium benzo- 
° 
a as ate administration in the case of Patient 2. 
2 dace Two normal subjects (a man aged 35 and 
3 A\\\ \\ a girl aged 12) were given similar amounts 
ad — — of sodium benzoate without a_ significant 
an 
4 alteration in their urinary oxalate excretion 
Fic. 4.—Daily urinary oxalate excretion Patients | and 2 when a low-protein (Table V). The hippurate excretion by these 
diet was be ng administered and during suitable control periods The average subjects was not determined, but large 
value for the individual results in each experimental and control period is repre- amounts of hippuric acid crystallized from 
sented by an uninterrupted horizontal line. The interrupted horizontal lines de- PP 
marcate the range +1 standard deviation about each mean value. the acidified urine on standing at room 
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PATIENT |, 

Eq Hay mg, /day 

4 
3 
> & G, 
40 100 
z 
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3 g > 

° 10 20 30 40 so 


DAY OF STUDY 


Fic. 5.--Daily urinary oxalate excretion by Patient 1 before, 

during, and after a period of sodium benzoate administration. 

The average value for the individual results in each experimental 

and control period is represented by an uninterrupted horizontal 

line. The interrupted horizontal lines demarcate the range + | 
standard deviation about each mean value. 


PATIENT 2. 
TANDARD 
sopium Benzoare 
‘ 
; 
w vo A fe) 200 
3b 
~ ee 
os 
. oo< ° so 
20 30 40 60 70 


Day OF sTUDY 
Fic. 6.-Daily urinary oxalate excretion by Patient 2 during 
periods of glycine administration and of sodium benzoate ad- 
ministration, together with the results obtained during the corre- 
sponding control periods. The average value for each experimen- 
tal and control period is represented by an uninterrupted horizon- 
tal line, and the range +1 standard deviation about each mean 
value is indicated by the interrupted horizontal lines. The results 
of daily urinary amino-nitrogen determinations performed in 
association with the experiment in which glycine was administered 
are also shown. The period marked “free diet” indicates an 
interval during which the patient was not kept on a strictly 
repetitive diet owing to the deterioration in her general condition 
associated with severe attacks of renal colic ; macroscopic haemat- 

uria and the passage of small calculi occurred at this time. 


temperature, and from this it is concluded that considerable 
amounts of glycine were being withdrawn from the freely 
available glycine pool, as was the case in the experiments on 
patients with primary hyperoxaluria. 

General malaise, impaired power of concentration, and a 
sensation of “remoteness from his surroundings ” were 
reported by Patient 1 when he was receiving more than 
20 g. of sodium benzoate per day. Our normal adult 
volunteer noticed similar symptoms when taking 30 40 g. 
of sodium benzoate per day. 


Changes in Urinary Oxa'ate Excretion which were Associated 
with Oral Administration of Glycine 

Patient 2 was given 4.5 g. of glycine four times daily for 

eight days. She vomited on scveral occasions soon after 

taking the amino-acid and there is therefore some doubt 

concerning the exact dose retained, although the increased 
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TaBLe V.—Urinary Oxalate Excretion by Two Normal Subjects 
Before, During, and After a Period of Sodium Benzoate 
Administration. (Subject A was a Man Aged 35 Years; 
Subject B was a Girl Aged 12 Years) 


Urinary Oxalate Excretion 


Subject Day of Sodium Benzoate 
Experiment Dosage (g./day) | (mg.(COOH),.2H,O per day) 
A 1-8 0 | 9-25 Mean 20 S.D.7 
9 20 | -- 
10 20 8 
1! 30 16 
12 27-5 12 
13 40 33 
14 40 20 
15-20 0 | 16-26 Mean 20S.D. 4 
B 1-12 0 5-15 Mean 9 S.D. 3 
13 4 7 
14 8 3 
15 16 10 
| 16 20 9 
17 20 
| 18 20 8 
19 20 7 
20 20 7 
21-26 0 4-10 Mean 9 S.D. 4 


excretion of urinary amino-nitrogen and the appearance of 
a prominent glycine spot on the filter-paper chromatogram 
of the urine suggests that at least some of the additional 
glycine was being absorbed. The results of the urinary 
oxalate determinations before, during, and after the period of 
glycine administration are shown in Fig. 6. 

We do not at the present time wish to stress the signifi- 
cance of the rise in urinary oxalate excretion which occurred 
when glycine was fed to Patient 2, because it was im- 
practicable to repeat the experiment on this patient, and we 
considered that it would be unwise to do so on Patient 1 
in view of his impaired renal function. 

A normal subject (aged 12) was given large oral doses of 
glycine (20-100 g. daily, divided into four equal and equally 
spaced doses) for six days. The daily urinary oxalate ex- 
cretion during the period of glycine administration was 
equivalent*to between 2 and 12 mg. of (COOH):.2H:O, and 
the corresponding values for a four-day control period 
before and a three-day control period after the administra- 
tion of glycine were 4 and 10 mg. and 8 and 12 mg. of 
(COOH).2H:O per 24 hours respectively. 


Discussion 

It is assumed, in the interpretation of the present results, 
that there is no appreciable change in the oxalate content 
of urine during its passage through the collecting tubules of 
the kidney and the urinary passages. Although there can 
be little cause to doubt the validity of this in normal 
subjects, it might not necessarily apply to patients with 
urinary calculi or nephrocalcinosis, and we have aimed to 
employ sufficiently long experimental and control periods 
to allow for the spontaneous fluctuations in the day-to-day 
urinary oxalate excretion which occurred in our patients. 

Variations in the intake of oxalate from the usual dietary 
sources do not provide an adequate explanation for the high 
levels of urinary oxalate excretion encountered in primary 
hyperoxaluria (Archer et al., 1957a). There appears to be 
no tendency for patients with primary hyperoxaluria to 
excrete a larger proportion of a test dose of oxalate than 
normal subjects, and it is concluded that there is also no 
tendency for these patients to absorb oxalate from the 
gastro-intestinal tract excessively. It should be pointed out, 
however, that an increased oxalate absorption would be 
masked in this test if there were simultaneously a tendency 
for oxalate to be retained in the tissues or if the renal 
excretion of the anion were limited. The changes in the 
urinary oxalate excretion which were associated with the 
ingestion of expressed rhubarb juice indicate that this 
material does not tend to produce hyperoxaluria out of 
proportion to its oxalate content in patients with primary 
hvperoxaluria. 

The observation that the magnitude and the time course 
of the increase in the urinary oxalate excretion did not differ 
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materially from that observed in comparable experiments 
with normal subjects also suggests that the fundamental 
ibnormality in primary hyperoxaluria is not a low renal 
oxalate threshold, although completely conclusive evidence 
on this problem cannot be obtained until satisfactory 
methods for determining the blood oxalate have been 
developed (cf. Barber and Gallimore, 1940: Barrett, 1943) 

Some previously published evidence which suggests that 


there may be a connexion between glycine metabolism and 
oxalate production under certain conditions has been 
mentioned above 

The relevant meta 

bolic interrelation- 

Cry ships of glycine 

and glyoxylate are 


HC cogs. SS Hexoxe SUMMarized in Fig 
q 7. The determina 
Pentose 5-C tion of the relative 


\ importance of 


a . 
alternative 
Protein 
| | mechanisms for 
— the metabolism of 
Coon CO, a given substance 
i in vivo is a major 
problem in con- 
COON 
onciate temporary bio- 
Fic. 7.—Some metabolic interrelation. Chemistry, and it 


may be that differ- 
ent mechanisms 
are responsible for 


ships of glycine, with particular reference 
to the possible formation of oxalate from 
glycine in primary hyperoxaluria. The 
symbols “ 1-C,” “* 2-C,” etc., indicate the 


number of carbon atoms in the com- different fractions 
pounds or “active residues” concerned. of the total meta 
whens pave bolism of a given 
ry ) 4 genera 
employes orcer tO make We gene substance in differ 
pattern of the reaction sequences more 


ent tissues (see. for 
example, the 
general review by 
Potter and Heidelberger (1950), and the studies of Bloom. 
Stetten, and Stetten (1953). dealing specifically with the 
relative importance of the glycolytic and non-glycolytic 
pathways of glucose metabolism). 

The relative importance of the two possible routes of 
ulycine metabolism shown in Fig. 7, and hence the import- 
ance of the reaction sequence glycine>glyoxylate> 
formate+COsz in the overall metabolism of glycine in vivo, 
is controversial (Arnstein, 1954; Weinhouse. 1955; Arn- 
stein and Keglevic, 1956). It appears, however, that the 
individual reactions are thermodynamically possible in vivo 
and that, if glyoxylate oxidation to formate and carbon 
dioxide becomes a rate-limiting step in the reaction 
sequence, oxalate synthesis might occur as it does in these 
circumstances in the rat liver in vitro (Nakada et al., 1955) 


obvious than is the case if the full struc- 
tural formulae are used. 


This circumstance would arise in vivo if a_ greater 
proportion of the total glycine metabolism occurred via 
glyoxylate than normally without any corresponding 
increase in the ability to degrade glyoxylate or if the 


degradation of glyoxylate was deficient owing, perhaps, to 
1 deficiency of the enzyme necessary 
for its conversion to formate and carbon dioxide, Quantita- 
tively. a metabolic lesion such as this would need to involve 
only a relatively small portion of the total daily glycine 
turnover* to result in the production of the 1-2 mMol of 
excreted by subjects of primary 


s\stem, or Systems, 


idditional oxalate 

hy peroxaluria 
There is a small but statistically significant difference 

(0.01<P<0.02) between the average daily urinary oxalate 


excretion during the low-protein-feeding period and _ that 


ind Stankovié (1956) estimated the daily biosynthesis 
of elycine by the rat and guinea-pig to be 2.7 and 4 mMol/100 g 
hody weight respectively, and Arnstein and Neuberger (1951) esti- 
mated the rat’s free glycine pool to be of the order of 0.1 mMol 
per 100 g@ body weight \ preliminary attempt to measure the 
size of the free glycine pool in normal man yielded a result 
ilthough the rate of turnover of 
slower (Crawhall 


*Arnstein 


of similar order of magnitude, 
glycine in the pool appeared to be somewhat 
and Watts, unpublished data) 
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during the corresponding control periods in the case of 
Patient |. The difference between the average values for 
the two control periods is not statistically significant 
(0.05<P<0.1). It is apparent, therefore, that low-protein 
feeding was associated with a decrease in the daily urinary 
oxalate excretion in this patient. If this is in fact a cause- 
and-effect relationship it could be explained on the basis of 
the hypothesis that glycine is a precursor of at least some 
of the urinary oxalate in patients with primary hyper- 
oxaluria. This effect was not observed in the studies on 
Patient 2, The reason for this discrepancy is not clear, 
although it may have been due to the fact that the day-to- 
day fluctuations in the urinary oxalate excretion level are 
generally larger in this patient than they are in Patient 1, 
and this would tend to obscure small differences between the 
average urinary oxalate excretion during the experimental 
and the control periods. 

It is reasonable to assume that large doses of the benzoate 
ion which combines specifically with glycine produces a 
greater depletion of the free glycine metabolic pool than 
can be achieved by the administration of a low-protein diet 
We feel that the changes in the daily urinary oxalate excre- 
tion which occurred when massive doses of sodium benzoate 
were administered provide experimental support for the 
hypothesis that glycine is the precursor of the urinary 
oxalate in primary hyperoxaluria. 

The observation that sodium benzoate administration did 
not lower the urinary oxalate excretion by two normal 
subjects suggests that the urinary oxalate may not normally 
be derived from the same sources as it is in cases of primary 
hyperoxaluria. It should, however, be pointed out that the 
apparently spontaneous fluctuations in the daily oxalate ex- 
cretion by normal subjects (Archer ef al., 1957b) are such 
as to mask any small changes which may have occurred, so 
a partial origin of the normal urinary oxalate from glycine 
via glyoxylate is not excluded by this finding. 

The rate of glycine synthesis in mammals does not greatly 
surpass that required for growth, and in the growing rat it 
is insufficient for both growth and the detoxication of more 


than 1-2 mMol of benzoate per day (Arnstein and 
Neuberger. 1953). No comparable data are available for 
man. 


The rise in the excretion of oxalate by Patient 1 which 
occurred when the dose of benzoate remained steady at 
20 g. per day (Fig. 6) and our failure to produce permanent 
lowering of the oxalate excretion in Patient 2 by prolonged 
benzoate administration may have been due to the mobiliza- 
tion of biosynthetic sources of glycine involving metabolic 
pathways which normally contribute only a minor fraction 
of the glycine available for conjugation with benzoate, or 
to a compensatory increase in the proportion of the total 
dose of benzoate which was detoxicated by some alternative 
mechanism (for example. glucuronide formation). 

There have been grounds for suggesting that ascorbic acid, 
which can be quantitatively converted to oxalic and 
L-threonic acids by chemical oxidation (Herbert, Hirst. 
Percival, Reynolds, and Smith, 1933), may be a precursor of 
the urinary oxalate. Lamden and Chrystowski (1953, 1954) 
found that the ingestion of large doses (4 g. or more daily) 
of ascorbic acid increased the urinary oxalate excretion by 
normal subjects, and Curtin and King (1955) demonstrated 
the conversion of ascorbic acid-I-''C to oxalate-'*C in the 
intact rat. 2°. of the injected **C appearing as oxalate-'*C in 
24 hours. It is apparent from the stoicheiometry of ascorbic 
acid oxidation that the production of the amount of oxalate 
(of the order of 1-2 mMol per day) which was excreted by 
patients with primary hyperoxaluria would require the 
complete oxidation of at least 1-2 mMol (176-352 mg.) of 
iscorbic acid to oxalic and L-threonic acids per day. This is 
more than the usual daily dietary intake of the vitamin, and 
it appears improbable on quantitative grounds, therefore. 
that ascorbic acid can be the source of all the urinary 
oxalate in cases of primary hyperoxaluria ; whether or not 
it contributes to the normal urinary oxalate excretion 
remains, however, an open question 
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We are unaware of any information concerning the 
mechanism by which the oxalate ion is excreted by the 
kidney, whether by glomerular filtration only or by a com- 
bination of glomerular filtration and renal-tubular excretion. 
In the latter case it is, at least theoretically, possible that 
either the hippurate ion or the benzoate ion, or both these, 
might compete with the oxalate ion for common transport 
mechanisms in the renal tubule epithelial cells, and that if 
the former ionic species were present in sufficiently high 
concentrations such competition would produce a decrease 
in the urinary oxalate excretion. The results of the experi- 
ments in which sodium benzoate was administered to normal 
subjects are not in accord with this explanation of the 
decrease in the urinary oxalate excretion which was observed 
when sodium benzoate was given to patients with primary 
hyperoxaluria. This tentative conclusion requires confirma- 
tion by the determination of the renal oxalate clearance, 
a procedure which will remain impracticable until the 
blood oxalate level can be satisfactorily determined (see 
above). 

Primary hyperoxaluria appears to be a rare disease 
(Archer et al., 1957a). It should, however, be considered as 
a possible diagnosis in patients with a history of renal 
calculi dating from early childhood. Confirmation of the 
diagnosis by measurement of the 24-hour urinary oxalate 
excretion (Archer ef al., 1957a, 1957b) is a relatively simple 
procedure which is within the scope of any routine chemical 
pathology laboratory. Early diagnosis is of importance in 
planning the lifelong combined medical and surgical super- 
vision which these patients require, and the detection of 
additional cases would encourage further study of the 
possible underlying metabolic abnormality. 


Summary 

The natural history of primary hyperoxaluria is 
briefly reviewed and the previously reported cases which 
appear to be examples of the disease are summarized. 
A number of incompletely reported cases which present 
some features of the condition are mentioned. 

Experimental studies which were performed on two 
cases of primary hyperoxaluria with the object of 
elucidating the nature of the defect from which these 
patients suffer. together with a limited number of com- 
parable investigations which were carried out on two 
normal subjects, are described. 

The persistently high urinary oxalate excretion which 
characterizes the condition is not due to excessive gastro- 
intestinal oxalate absorption, nor does it appear, in the 
present state of our Knowledge, to result from a low 
renal-oxalate threshold 

Depletion of the free glycine metabolic pool lowered 
the urinary oxalate excretion temporarily in the patients 
with primary hyperoxaluria. This is discussed in the 
light of contemporary knowledge concerning some 
aspects of glycine metabolism. It is suggested that the 
findings are compatible with the hypothesis that at least 
some of the urinary oxalate in patients with primary 
hyperoxaluria is derived from glycine, and that there 
may be a failure to degrade this amino-acid normally 
via glyoxylate to formate and carbon dioxide in these 
cases. 

We are pleased to acknowledge our indebtedness to our col- 
leagues Professor A. Wormall, F.R.S., and Dr. J. C. Crawhall 
for their helpful discussions; to Miss M. Furnivall, who con- 


Structed the experimental diets; and to Miss L. E. Fraser and 
Mr. L. Rawlings for their skilled assistance. 
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ABNORMAL RESPONSES TO MUSCLE 
RELAXANTS IN CARCINOMATOUS 
NEUROPATHY 


BY 


P. B. CROFT, B.M., B.Sc., M.R.C.P. 
First Assistant, Department of Neurology, 
the London Hospital 


In recent years there has been increasing interest in the 
group of neurological disorders associated with car- 
cinoma at different sites, but without the presence of 
metastases in the nervous system. Subacute cerebellar 
degeneration occurring with carcinoma outside the ner- 
vous system was reported by Greenfield (1934) and by 
Brain, Daniel, and Greenfield (1951), while Denny- 
Brown (1948) described sensory neuropathy in patients 
with bronchial carcinoma. Henson (1953), in a discus- 
sion on unusual manifestations of carcinoma of the 
bronchus, reported a group of cases with carcinoma of 
the lung in which a motor neuropathy and myopathy 
had developed. Several of these patients had a history 
of muscular fatigability suggestive of myasthenia. Hen- 
son, Russell, and Wilkinson (1954) published a clinico- 
pathological study of 19 cases with various types of 
carcinomatous neuropathy and myopathy. Eight of 
these patients had proximal atrophic weakness of the 
limbs ; some also had involvement of ocular and bulbar 
muscles. Four patients in this group exhibited myas- 
thenic features, including improvement with neostigmine 
in some cases. Since patients with myasthenia gravis are 
abnormally sensitive to drugs which interfere with the 
function of the myoneural junction, it was to be ex- 
pected that patients with carcinomatous neuropathy who 
had evidence of myasthenia might also be abnormally 
sensitive to the various muscle relaxants used in modern 
anaesthesia. 
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[his paper reports five cases, three of which had 
carcinomatous neuropathy without myasthenic symp- 
toms, while the other two had a carcinoma but the 
associated neurological disorder was so mild that its true 
nature Was not appreciated on the patients’ admission. 
In all five prolonged states of neuromuscular block 
developed after the use of muscle relaxants. 


Case 1 


\ woman aged 65 developed a productive cough one year 
before her admission to hospital. Six months later she 
began to feel a general malaise, and one month before 
admission she noticed general weakness of all four limbs 
4 fortnight before admission she had a sudden onset of 
nausea with vomiting after every meal, and had remained 
in bed because of muscular weakness. The vomiting 
improved, but the weakness increased. There was no loss 
of weight. Thirty years previously she had had a subtotal 
thyroidectomy for thyrotoxicosis. 

On admission she was moderately obese, and had a large 
nodular goitre. The cranial nerves were normal, and no 
abnormality was noted in the motor or sensory systems. All 
the tendon reflexes except the ankle-jerks were absent, and 
the plantar responses were flexor. There were no abnormal 
signs in the cardiovascular or respiratory systems and the 
blood pressure was 140, 80 

Investigations.——-X-ray examination of the chest showed 
the trachea deviated to the left by the enlarged thyroid and 
a triangular shadow at the right hilum, sagittal tomograms 
revealing a dense opacity anterior to the right hilum. The 
sputum was examined repeatedly for neoplastic cells. and 
one specimen contained a few groups of cells resembling 
spheroidal carcinoma cells. 

On April t. 1953, bronchoscopy, carried out under 
thiopentone and gallamine triethiodide (“ flaxedil “), showed 
no abnormality in the right bronchial tree. Following the 
bronchoscopy she developed respiratory obstruction in the 
theatre. but after bronchial aspiration normal respiration 
was temporarily resumed. On the way back to the ward 
she again became cyanosed, and when examined in bed was 
pulseless and apnoeic. Treatment with nikethamide and 
neostigmine restored normal breathing, but two hours late 
respiration became slow and gasping, and her pulse, which 
was of poor volume, rose to 160 a minute. She remained 
in semi-coma, responding only to painful stimuli. Through 
out the day she presented a varying neurological picture. 
At one stage there was generalized flaccidity, left more than 
right, while at another time, although the legs were flaccid. 
the arms were rigidly flexed and the plantar responses 
extensor 

On the day after bronchoscopy her breathing was 
regular, but she was still in coma. During the next two 
days her level of consciousness returned slowly to normal 
but she continued to feel very weak and nauseated. An 
E.C.G. taken three days after the bronchoscopy suggested a 
recent anterior cardiac infarction. this investigation having 
been normal two weeks previously 

She was discharged home on June 12. The weakness of 
her legs became slowly worse, and her hands, especially the 
right, became weaker and more unsteady. She lost 28 Ib 
(12.7 kg.) in weight. developed a hoarse voice. and was 
readmitted on October 27 Her condition had greatly 
deteriorated. She was wasted and had an ataxic dysarthria 
There were slight bilateral ptosis and a right lower facial 
weakness. There was wasting and weakness of all four limbs, 
most marked proximally in the lower limbs, and the trunk 
muscles were also weak. She had a cerebellar ataxia of the 
right upper limb. Sensation was normal, and the reflex 
ibnormalities noted on the first admission were unchanged 


Electrodiagnostic tests on both tibialis anterior muscles 
showed evidence of a neuropathic lesion. C.S.F. examina 
tion and pyruvate tolerance tests were normal 

She died on March 7. 1954 
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Summary of Necropsy.- Bronchopneumonia. — Primary 
carcinoma (small polygonal and oat-celled) of bronchus of 
right upper lobe. Multiple colloidal adenomata enlarging 
residual, partly retrosternal., right lobe of thyroid gland, 
Carcinomatous mass at right hilum infiltrating oesophagus, 
but no further secondary growth found. Replacement of 
thymus by adipose tissue. Great wasting of all voluntary 
muscles. No visible abnormality in brain and spinal cord, 


Microscopical Examination 


Brain. -Throughout a large part of the vermis there was 
loss of the Purkinje cells, associated with gliosis which 
extended into the molecular layer, but there was no 
appreciable atrophy of the folia. Beneath the most affected 
parts the white matter contained scattered fat-granule cells 
and there was diffuse pallor of the myelin with appropriate 
stains. The lateral cerebellar lobes contained only a few 
such areas, and they were small. There was considerable 
gliosis about the dentate nuclei but without any obvious 
loss of neurones. Symmetrical foci of degeneration 
occupied by foam cells lay immediately dorsal to the nuclei 
emboliformis. The basal and hypothalamic nuclei were 
normal apart from a small knot of microglial cells in the 
ventral part of one of the optic thalami. The leptomeninges 
over the floor of the third ventricle contained a slight excess 
of mononuclear and polymorphonuclear leucocytes, and 
occasional perforating vessels in the optic chiasm were cuffed 
with round cells 

Spinal Cord. The only abnormality was a small patch 
of degeneration, occupied by foam cells, in the right lateral 
border of the posterior columns in the second and fourth 
lumbar segments. This was not represented in either the 
tenth thoracic or first sacral segments. The posterior root 
ganglion of the right fourth lumbar segment contained a 
few residual nodes. and the root proximal to the ganglion 
showed a diffuse but uneven loss of nerve fibres. 

Peripheral) Nerves. abnormality was found the 
right brachial plexus and right popliteal nerve 

loluntary Muscles. Samples of the right deltoid. levator 
scapulae. and levator palpebrae superioris appeared normal 
Slight atrophy was found in the diaphragm, serratus magnus, 
ind pectoralis major: moderate atrophy in right extensor 
sublimis digitorum and abductor pollicis brevis : consider- 
able atrophy in the rectus abdominis muscle. The atrophy 
affected scattered fibres and was of an uneven non-specific 
character 

M yocardium.—Scattered muscle fibres throughout the left 
ventricle had undergone necrosis, with reactive cellular 
infiltration. mainly composed of mononuclear phagocytes. 
In some areas phagocytosis appeared to have been com- 
pleted. Occasional small patches of fibrosis might be the 
residua of still older lesions, The right ventricle was 
similarly but less severely affected. (The heart weighed 
319 

Thymus. The adipose tissue contained irregular islands 
ind trabeculae of glandular tissue of normal appearance 


and devoid of germ centres 


Comment 


A woman of 65 with a carcinomatous neuromyopathy of 
mixed type (moter and cerebellar). Clinically the musculat 
wasting and weakness preceded and was always a more 
prominent feature than the cerebellar disorder. After the 
use of gallamine during bronchoscopy she suffered a long 
period of respiratory difficulty with only partial response 
to neostigmine. Normal consciousness was not regained for 
two days. Necropsy confirmed the presence of a bronchial 
carcinoma. In the nervous system, cerebellar degeneration 
appeared to be the most important pathological feature 
The myopathy is of an unspecific type. The remarkable 
changes in the myocardium are reminiscent of myasthenia 
gravis. but the complete absence of lymphorrhages in the 
voluntary muscles and of any germ centres in the thymus 1s 


against this diagnosis. Examination of the heart did not 
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disclose any evidence of myocardial infarction, in spite 
of the electrocardiographic changes seen shortly after 
bronchoscopy. 

Case 2 

For two years a man aged 54 had noticed a gradual loss of 
health. Eighteen months before admission he began to have 
weakness of both lower limbs, with unsteadiness of gait and 
difficulty in standing up after stooping. He also had occa- 
sional diplopia and some clumsiness of his hands. He lost 
21 Ib. (9.5 kg.) in weight. In 1937 he had been treated for 
pulmonary tuberculosis. 

On examination he had early clubbing of the finger-nails 
and bilateral slight ptosis, right more than left. General 
wasting and slight weakness of the upper limbs, and also 
proximal wasting and weakness of the lower limbs, were 
found. There was a patchy loss to pin-prick in many parts 
of the body. Postural sense was normal in the upper limbs 
but impaired in both feet. The arm-jerks were absent 
except for the left triceps-jerk, the knee-jerks absent, and 
the ankle-jerks sluggish. The plantar responses were flexor. 
The trachea was deviated to the right and there were 
crepitations at the left apex anteriorly. Blood pressure was 
110/70. While in hospital he complained of occasional 
diplopia, worse after exertion and ine the mornings. 

Chest x-ray examination showed calcified lesions in both 
upper lobes, more extensive on the right side, the appear- 
ances being those of a long-standing and healed tuberculous 
infection. In addition there was a lobulated mass above the 
left hilum, with some collapse of the apical segment of the 
left lower lobe. Tomograms gave further support for the 
diagnosis of carcinoma of the bronchus. The sputum 
contained anaplastic spheroidal carcinoma cells. The C.S.F. 
was normal. 

Bronchoscopy was done on December 4. 1953, under 
cocaine analgesia, and this showed an ulcerating growth of 
the left lower lobe bronchus, On December 7 left pneumo- 
nectomy was carried out under thiopentone, yas, oxygen. 
and p-tubocurarine. After the operation he remained 
apnoeic for three hours despite injections of neostigmine. 
Spontaneous respiration then returned and his condition 
improved for a time, but later he developed increasing 
dyspnoea and was unable to cough up his sputum. He died 
on the fifth post-operative day after a period in a Drinker 
apparatus. 

Summary of Necropsy. Oedema of right lung. Recent 
left pneumonectomy for oat-cell carcinoma of the bronchus. 
Fibrocaseous and granulomatous tuberculosis at apex of 
right lung. Secondary carcinomatous deposit in medulla of 
right suprarenal, and three small similar deposits (up to 
0.5 cm. in diameter) in cerebral hemispheres (right inferior 
frontal cortex, left corona radiata, and central white matter 
of right occipital lobe). No further visible abnormality in 
central nervous system and no other growth in body. 

Microscopical Examination.-Secondary  oat-cell car- 
cinoma was verified in the right frontal cortex, but no 
further significant changes were found in the central nervous 
system. Peripheral Nerves.--A few residual nodules were 
present in the posterior root ganglia (right eighth cervical 
and first lumbar). The posterior root of the latter, proximal 
to the ganglion, had undergone some sclerosis with loss of 
nerve fibres, but there was no corresponding degeneration 
of the posterior column. Sections of the right brachial 
Plexus and sciatic nerves appeared normal. Voluntary 
Muscles..-No definite abnormality was found in the right 
pectoralis major and right dome of the diaphragm. There 
was slight focal atrophy of the fibres in the right opponens 
pollicis, right psoas, and erector spinae muscles. This 
atrophy was not accompanied by cellular infiltration, and 
was of unspecific character. 


Comment 


A man of 54, with long-standing quiescent pulmonary 
tuberculosis, who developed a neuromyopathy in association 
with an oat-cell carcinoma of the left lung. p-Tubocurarine 
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was used during a pneumonectomy, and afterwards he 
remained apnoeic for three hours despite the use of 
neostigmine. Although spontaneous respiration returned, it 
was never normal, and he died five days after operation. 
The neurological disturbances cannot be attributed to the 
secondary carcinoma of the brain, since the foci observed 
were very small and remote from one another. The 
cerebellum was not affected. The changes in the posterior 
root ganglia were too slight to be significant. Those in the 
voluntary muscles examined appeared trivial in relation to 
the degree of clinical disturbance observed. 


Case 3 

This patient was a man aged 65. Six months before 
admission his legs gradually became weak, the right being 
more severely affected. He also had slight difficulty in 
swallowing. A month later. following an operation for 
rectal prolapse in which the drugs used during anaesthesia 
are not known, he developed weakness of the upper limbs. 
more marked proximally. Four months before admission 
he passed a large clot of blood per rectum. His fingers 
became stiff, but there were no pains or paraesthesiae. He 
lost about 14 Ib. (6.4 kg.) in weight. 

He was admitted to the London Hospital with a provi- 
sional diagnosis of carcinomatous neuropathy. On examina- 
tion he was somewhat wasted. The pupillary reactions, 
especially in the left eye, were sluggish both to light and 
on convergence : the palate moved poorly in the midline, 
and the sternomastoids were slightly weak. All four limbs 
were hypotonic, and the muscles were very flabby on 
palpation. There was proximal atrophic weakness of the 
upper and lower limbs, with relatively good power in the 
limbs distally. The trunk muscles were also weak. No 
fasciculation was seen. Sensation was normal apart from 
slightly increased calf tenderness. All the tendon reflexes 
were absent, and the plantar responses were flexor. He had 
poor chest expansion, with bilateral scattered rhonchi. 
There was peripheral arteriosclerosis and his blood pressure 
was 140/80. No abnormality was found in the abdomen 
and rectal examination was normal. 

X-ray examination of the chest showed the changes of 
emphysema, with bilateral patchy areas of loss of trans- 
lucency suggesting inflammation, and partial collapse of the 
left lower lobe. Lumbar puncture, blood count, sedimenta- 
tion rate, sputum, and barium-meal examination were all 
normal. Sigmoidoscopy was normal up to 13 cm., but 
faeces prevented any further passage of the sigmoidoscope. 
Muscle biopsy from the left gastrocnemius showed no 
histological abnormality. An injection of 1.5 mg. of 
neostigmine did not increase muscle power. Bronchoscopy 
showed partial collapse of the left lower lobe, but no 
evidence of bronchial carcinoma. Electrodiagnostic tests 
suggested the presence of a neuropathic lesion. 

The muscle biopsy was done on December 21, 1954, under 
thiopentone, gas, oxygen, and trichlorethylene anaesthesia. 
without any ill effects. On January 14, 1955, bronchoscopy 
was carried out under thiopentone and suxamethonium 
anaesthesia. After this he became much weaker in all 
muscle groups and was unable to stand. This increased 
weakness improved slowly during the next two weeks. by 
which time he had returned to the level of disability 
present on admission. 

He was discharged from hospital and attended the out- 
patient department for three months, during which time 
there was further improvement in his limbs. He _ then 
returned to Australia, where he continued to make good 
progress until March, 1956, when he developed acute large- 
bowel obstruction and was admitted to the Royal Prince 
Alfred Hospital, Sydney, where a colostomy was performed. 
He died three days later from pulmonary complications 
“ while bronchoscopy was being attempted.” It is not known 
whether muscle relaxants were used at this time. 

Post-mortem examination showed a ring carcinoma of the 
sigmoid colon, 20 cm. from the anal margin, Micro- 
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scopically this was a moderately well differentiated adeno- 
carcinoma with involvement of the regional lymph nodes. 
In the lungs there were old tuberculous scars at both apices, 
and collapse of both lower lobes with hypostatic congestion 
No histological examination was made of the nervous 
system or muscles, as the patient's previous history was not 
known when the necropsy was done. On his last admission 
to hospital he had merely stated that he had had an episode 
of muscular weakness which had improved. On examina- 
tion at this. time it was noted that he had “some muscular 
weakness “ but that his tendon reflexes were present and 
equal. 
Comment 

A man of 65 with a clinical picture of carcinomatous 
neuropathy. During the search for the underlying car- 
cinoma, his muscular weakness was greatly increased follow- 
ing the use of suxamethonium during bronchoscopy, and 
this increased weakness did not recover for two weeks. He 
subsequently had further improvement in his neurological 
condition, but died after an operation for carcinoma otf the 
sigmoid colon, 2! months after the first neurological 
symptoms had been noted. 


Case 4 

One year before his admission to the London Hospital! 
a man aged 68 had attended another hospital because of 
urinary symptoms, and a diagnosis of prostatic carcinoma 
was made. He was treated with stilboestrol. In the six 
months before his admission he had increasing frequency 
of micturition with occasional incontinence, and lost about 
14 lb. (6.4 kg.). For one month he had walked with a stick 
and felt generally tired and weak. 

On examination he had a hard and slightly enlarged 
prostate. The blood pressure was 140/90. No definite 
abnormalities were noted in the nervous system except that 
the reflexes in the lower limbs were very brisk and the 
plantar responses were equivocal. On January 31, 1955, an 
endoscopic resection of the prostate was done under 
thiopentone, gallamine, gas, oxygen, and trichlorethylene 
After this operation he felt extremely weak, and when 
attempts were made to get him out of bed on the fourth 
postjoperative day his legs were so weak that he could not 
stand. 

On February 9 he was seen by Sir Russell Brain, who 
found a right Horner's syndrome, bilateral lower facial 
weakness, and general wasting and weakness of the upper 
and lower limbs. There was hypalgesia to pin-prick below 


the level of D5, and loss of vibration sense below the 


knees. The supinator jerks were diminished and the 
biceps- and triceps-jerks were normal. The knee-jerks were 
present but the ankle-jerks were much diminished. The 
plantar responses were both extensor. The tongue was 
smooth and red. Sir Russell Brain thought that the picture 
was due to a carcinomatous neuromyelopathy. and com- 
mented that the appearance of the tongue resembled that of 
a deficiency syndrome 

Lumbar puncture yielded a spinal fluid of normal com- 
position and under normal pressure. Electrodiagnostic tests 
were done before and after the injection of neostigmine 
Before neostigmine the electromyograph from the left tibialis 
anterior showed no fibrillation but some spontaneous activity 
On volition there was reduced interference pattern with 
some coarse broken-up motor units, possibly showing 
fatigue. Twenty minutes after injection of 1.5 mg. of 
neostigmine there was a definite increase in interference 
pattern, all the motor units appearing more normal. After 
three-quarters of an hour the interference pattern was again 


reduced a little. In addition to the electrical changes there 


was a slight clinical improvement in power of the anterior 
tibial and triceps muscles, and there was no fasciculation 
after the injection of neostigmine. 

On February 17 the serum cholinesterase was 36 ul. 
CO:/ml./min. (normal range, 53-102 
Thompson and Trounce, 1956). 
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The fragments of prostatic tissue removed by endoscopic 
resection were small and had been damaged during resection, 
No definite evidence of malignancy was found in the sections 
examined. 

His condition gradually deteriorated, although he was 
given neostigmine by mouth, and he died 46 days after the 
endoscopic resection. Permission for necropsy could not 
be obtained. 

Comment 


A man of 68 was admitted for surgical treatment of 
carcinoma of the prostate. He developed general weakness 
for one month before admission, but there were no striking 
neurological abnormalities. After the use of gallamine 
during endoscopic resection he became profoundly weak, 
with signs of widespread impairment of function of the 
spinal cord, peripheral nerves, and muscles. The condition 
persisted and was ultimately fatal. although the muscular 
weakness showed a partial clinical and electromyographic 
response to neostigmine. Histological proof of the diagnosis 
of prostatic carcinoma was not obtained, but the clinical 
diagnosis was not in doubt. 


Case 5 
For about 10 years a woman aged 46 had had a non- 
productive cough. Four months before admission she 


developed an aching pain in the right scapular region, 
X-ray films of her chest showed enlargement of the right 
hilum, with a shadow in the right upper lobe. Three weeks 
before admission she began to notice weakness of all four 
limbs, and a week later took to her bed. 

On admission there was slight diminution of air entry in 
the right upper lobe posteriorly. No abnormal signs were 
found in the nervous system. Blood pressure was 125/80. 
Four days later bronchoscopy was done under local 
anaesthesia. The orifice of the right middle lobe was slightly 
narrowed, and there was rigidity of the lower lobe bronchus 
below this level. Later on the same day an exploratory 
thoracotomy was done and mediastinal glands were 
removed for histological examination. This operation was 
carried out under thiopentone, gas, and oxygen anaesthesia, 
b-tubocurarine being used as a muscle relaxant, 

Alter the operation she remained unconscious and apnocic, 
and artificial ventilation was maintained. There was no 
response to an injection of 2.5 mg. of neostigmine. A 
second injection of neostigmine (2.5 mg.) was given four 
hours after the operation, and feeble respiratory movements 
were noted. After further doses of neostigmine respiration 
improved, and she was able to make some movements of 
the head and upper limbs. Throughout the night after 
Operation spontaneous respiration was weak, with poor 
ventilation, but consciousness returned. During the post- 
operative period she was too ill to undergo full neurological 
examination, but she was noted to have extreme weakness 
of all muscles. including those of respiration. Treatment 
with neostigmine was continued, but she died of respiratory 
failure two days after operation. Intravenous edrophonium 
chloride (“tensilon) was given without benefit in the 
terminal stage of her illness. 

Summary of Necropsy.-Bronchopneumonia. Carcinoma 
of bifurcation of apical bronchus to right upper lobe. 
Operation: recent thoracotomy. Primary oat-celled car- 
cinoma (0.6 cm. diameter). Secondary deposits in four 
regional lymph nodes only. No visible abnormality in 
brain (examined after fixation) or in spinal cord. Thymus 
replaced by adipose tissue. An obese woman, 

Microscopical Examination—-Spinal Cord: no visible 
abnormalities found in eighth cervical and third lumbar 
segments, apart from a linear haemorrhage in the right 
posterior horn of the former: probably an artifact. No 
sections were taken from other levels. Voluntary Muscles: 
the pectoralis major and erector spinae appeared normal. 
In the right quadriceps an occasional muscle fibre showed 
slight atrophy. The myocardium was not examined. 
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Comment 


A woman of 46 years was admitted for investigation of 
a hilar mass seen on chest x-ray examination. Three weeks 
before admission she had complained of general weakness, 
but no obvious neurological abnormality was noted on 
admission. Following the use of p-tubocurarine during 
exploratory thoracotomy she developed generalized muscu- 
lar paralysis, with apnoea. There was a partial response 
to neostigmine, but she died two days later. An oat-cell 
carcinoma of the bronchus was found at necropsy, but no 
significant abnormalities were present in the central nervous 
system or muscles. 


Discussion 


Although about 15 years ago myasthenia gravis was 
regarded by many clinicians as a distinct disease charac- 
terized by muscular weakness, abnormal fatigability, 
dramatic improvement after the use of neostigmine, and 
often the existence of hypertrophy or tumour formation 
of the thymus giand, it has become increasingly apparent 
(Paterson, 1956) that these features are often found in vary- 
ing combinations in other disorders. It is more satisfactory 
to speak of the myasthenic syndrome, which has been 
reported in patients with thyroid disease (McEachern and 
Ross, 1942; Laurent, 1944; Sheldon and Walker, 1946: 
Millikan and Haines, 1953), polymyositis (Reese and 
Harman, 1954; Bonduelle, Bouygues, and Coulon, 1955), 
nutritional disorders (Denny-Brown, 1947), and carcinoma, 
particularly of the bronchus. 

Apart from the detailed studies of carcinomatous neuro- 
pathy at the London Hospital (Henson, 1953; Henson 
et al., 1954), there have been other reports of myasthenia in 
carcinomatous neuropathy. Anderson, Churchill-Davidson, 
and Richardson (1953) reported the case of a patient who 
was at first thought to have atypical myasthenia gravis, but 
who was later found to have a _ bronchial neoplasm. 
Bronchoscopy was done. using suxamethonium, and _ this 
was followed by a state of prolonged apnoea. This 
patient's muscular weakness was improved by neostigmine. 
Similar patients with myasthenia were reported by 
Mackenzie (1954), Shafar (1954), and Borrelli and Keen 
(1954). 

Eaton and Lambert (1957) have reported briefly six cases 
with “a disorder resembling myasthenia gravis.” Three had 
malignant tumours in the chest (two with bronchial 
carcinoma and one with a reticulum-cell lymphosarcoma). 
while two others had in their chest x-ray films abnormal 
shadows the nature of which was as yet uncertain. Electro- 
diagnostic tests showed fatigability similar to that found in 
myasthenia gravis. The action potential in response to a 
single electrical stimulus applied to a peripheral nerve was 
abnormally small, whereas in myasthenia gravis such 
potentials are usually of normal size in a case of similar 
severity. The patients responded poorly to neostigmine, 
but showed extreme sensitivity to curare used as a diag- 
nostic test for myasthenia gravis. 

In the cases recorded above no patient had a clinical 
history suggestive of myasthenia, and two (Cases 4 and 5) 
were not suspected of having any neurological disorder until 
the abnormal response to muscle relaxants was apparent. 


Forms of Neuromuscular Block 

It is not the purpose of this paper to discuss in detail the 
different types of neuromuscular block which are known to 
exist. The subject of neuromuscular transmission has been 
reviewed by Hunt and Kuffler (1950), Churchill-Davidson 
and Richardson (1953), and Paton (1953). The different 
forms of neuromuscular block include: (1) “ Deficiency 
block” due to impaired liberation of acetylcholine by 
the motor-nerve endings. This occurs in experimental 
animals in severe hypocalcaemia, and permanently under 
the influence of botulinus toxin. (2) “ Depolarization 
block,” in which a state of prolonged depolarization 
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of the end-plate region makes it unresponsive to 
acetylcholine liberated at the nerve endings. This 
type of block may be produced by excessive amounts 
of acetylcholine (either injected or allowed to persist 
by the action of anticholinesterase compounds) and by 
suxamethonium and decamethonium. (3) “Competitive ” 
or “non-depolarization block” produced by the curare 
group of drugs, which compete with acetylcholine for the 
receptors at the end-plate. (4) Mixed types of block which 
have been demonstrated in experimental animals with 
decamethonium, and were also reported by Churchill- 
Davidson and Richardson (1953) in a study of the effect of 
decamethonium on _ patients suffering from mvasthenia 
gravis, where the drug appeared to cause depolarization 
block followed immediately by competitive inhibition. 

A recent group of papers from the Johns Hopkins 
Hospital (Grob, Johns, and Harvey, 1956a, 1956b, 1956c, 
1956d, 1956e ; Johns, Grob, and Harvey, 1956) have given 
the results of detailed studies of neuromuscular trans- 
mission in normal subjects and in patients with myasthenia 
gravis. These authors conclude that in myasthenia gravis a 
neuromuscular block is present and that this may be 
reversible—that is, competitive—at some motor end-plates, 
and_irreversible—that is, non-competitive—or partly 
reversible at others. The relative proportion in any muscle 
of these types of block was thought to explain the varying 
degrees of improvement with anticholinesterase compounds 
and the severity of the weakness which may be produced 
by excessive doses. Grob and his associates also put 
forward evidence that in myasthenia gravis the end-plate 
may respond abnormally to choline (derived from the 
breakdown of acetylcholine) with the production of a non- 
depolarization block. 

Churchill-Davidson and Richardson (1957) have reported 
the case of a patient with myasthenia gravis who became 
neostigmine-resistant. After a period of artificial respira- 
tion without neostigmine she again became sensitive to this 
drug. She showed a similar return of sensitivity to neostig- 
mine on another occasion, when, in addition to artificial 
respiration, she was given p-tubocurarine for eight days 
with the object of producing complete rest of the motor 
end-plate. 


Modern Blocking Agents 

The blocking agents used in modern anaesthesia fall into 
two main groups: those causing competitive inhibition 
(p-tubocurarine and gallamine) and those causing depolariza- 
tion block (decamethonium and suxamethonium). With the 
former group neostigmine is normally effective in reversing 
the block, but with the depolarizing agents anticholin- 
esterase compounds are ineffective and may prolong the 
block. 

In reviewing the published cases of abnormal response 
to different blocking agents it is apparent that many of the 
reports are by anaesthetists who, while they are naturally 
interested in the pre-operative general condition of the 
patient, the type of operation, and the drugs used, have 
often failed to mention the underlying disease process : for 
example, several papers discuss operations for the relief of 
intestinal obstruction without stating whether this has been 
due to carcinoma or to some more benign cause. 

Although suxamethonium was welcomed as a muscle 
relaxant of very short duration, as soon as it was widely 
used numerous instances were reported of prolonged 
apnoea following its use (Love, 1952: Harper, 1952: 
Hewer, 1952 ; Grant, 1952 ; Mackay, 1952; Ruddell, 1952 : 
Reid and Neill, 1952 : Wolfers, 1952: Bourne, 1953). Only 
in one case (Reid and Neill, 1952) was a carcinoma present, 
and in none was there any history of carcinomatous 
neuropathy. 

Similar states of prolonged neuromuscular block have 
been observed with competitive blocking agents—gallamine 
(Condon, 1951; McGrath, 1956; Hunter, 1956) and with 
p-tubocurarine (Gray and Halton, 1948; Hunter, 1956; 
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McGrath, 1956: Kenny, 1956: Stewart. 1956: Mont- 
gomery, 1956. Scott and Clarke, 1956). In some of the 
patients who responded abnormally to p-tubocurarine, 
suxamethonium had also been used during the period of 
anaesthesia. Case | of Gray and Halton (1948) was a 
patient with bronchial carcinoma who had _ prolonged 
apnoea after bronchoscopy under thiopentone and curare 
\ carcinoma was also present in cases reported by McGrath 
(1956) and Kenny (1956). 


Causes of Abnormal Response 


There are many possible causes of abnormal response to 
muscle relaxants, and these have been reviewed by 
Churchill-Davidson (1955), They include 

(1) Central action of the blocking agent (Ellis, Morgan, and 
de Bee 1952) 

(2) The narcotic action of other drugs used during anaesthesia 

(3) Carbon dioxide retention resulting from hypoventilation 
(Dripps, 1953; Scurr, 1954; Gray and Fenton, 1954; Davis, Ellis 
Reese, and Grosskreutz, 1955) 

(4) Electrolyte disturbances, particularly alteration in potassium 
ion distribution (Foldes, Hunt, and Ceravolo, 1952; Hunter, 1956 
Scott and Clarke, 1956: Oldfield, 1956). Foster (1956) postulates 
hat, with depletion of extracellular potassium, muscle relaxants 
may pass the blood-brain barrier and so exert a central effect 

possible expianation of the prolonged coma observed in Cases 
|! and 5 in this paper, which persisted after the effects of the 
narcotic anaesthetic drugs should have ceased 

(5S) Cholinesterase deficiency (Evans, Gray, Lehmann, and Silk. 
\9S2a, 1952b; Bourne, Collier, and Somers, 1952; Bourne, 1953: 
Hodges, 1953) 

(6) The combination of two types of blocking agent in the same 
operation (Beardsworth, 1956; Gordon, 1956: Gray, 1952 
Hodges and Foldes, 1956; Verrill, 1956). Gray (1952) com 
mented that “ polypharmacy must be practised only with ful! 
realization of the interaction of the drugs that may be used.” 

(7) In neuromuscular block after the use of depolarizing agents 
like suxamethonium. neostigmine may prolong the state of de- 
polarization (Foldes. 1952: Binning. 1952) In contrast, in 
Grant's (1952) case a period of three days’ respiratory arrest 
following the use of suxamethonium was brought to an end three 
hours after the injection of 1 mg. of neostigmine. This finding 
lends support to the view of Hodges and Foldes (1956) that a 
competitive type of block may develop with this relaxant 

Although many isolated instances. some of them fatal. 
of abnormal responses to muscle relaxants have appeared 
in various journals, in a survey of 1,000 deaths associated 
with anaesthesia, Edwards, Morton, Pask, and Wylie (1956) 
gave little prominence to the possible part played by these 
drugs Keating (1956), in a monograph on anaesthetic 
iccidents, devotes a chapter to the side-actions of the muscle 
relaxants Although he states that “undiagnosed myas- 
thenia gravis may be expected to arrive in the operating 
theatre of a large hospital about once a year.” he does not 
consider the possibility of myasthenic responses in patients 
with carcinoma 

Myasthenic forms of carcinomatous neuropathy may give 
rise to anaesthetic difficulties in several ways. In the 
investigation of patients with unexplained neuropathies. 
bronchoscopy and other investigations may be done with 
the aid of muscle relaxants, and states of prolonged neuro- 
nuscular block may result as in Cases 1 and 3. In patients 
vho are known to have carcinomatous neuropathy the use 
of blocking agents during surgical treatment may give rise 
to similar complications (Case 2). Lastly, in the investiga- 
tion or treatment of patients with carcinoma in whom there 
iS No overt neurological disorder the use of muscle relaxants 
may be followed by serious and possibly irreversible states 
of neuromuscular block (Cases 4 and 5). Such patients 
probably have subclinical forms of carcinomatous neuro- 
pathy which are disclosed by the abnormal reaction to the 
blocking agents 

Detailed pathological studies of patients with various 
forms of carcinomatous neuropathy and myopathy, includ- 
ing some patients with myasthenia. have been made by 
Russell, and Wilkinson (1954). Case 2 in the 
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present communication is of interest because the histological} 
abnormalities in the nervous system and muscles are so 
trivial in comparison with the abnormalities which could be 
demonstrated clinically Reports of temporary and occa- 
sionally of lasting remissions in patients with carcinomatous 
neuropathy, even when myasthenic features are lacking, 
suggest that the disorder of function is, initially at least, a 
biochemical disturbance which may be reversible in the 
early stages. The nature of this biochemical change. which 
may not be the same in all types of carcinomatous neuro- 
pathy, ts at present quite unknown. Of the various possible 
factors that may precipitate an abnormal response to the 
muscle relaxants. few ere likely to have been operative in 
the patients reported in this paper. Detailed electrolyte 
studies were not made 

The possibility of central action of the relaxant even in 
the absence of serious disturbance of potassium-ion distri- 
bution is supported by the periods of coma which occurred 
in Cases | and 5. Cholinesterase deficiency remains as an 
important possible contributing factor, The serum cholin- 
esterase level in Case 4 was below the lower limits of normal. 
On the other hand. Henson et al. (1954) found no significant 
abnormality in the amount of this enzyme present in two 
patients with carcinomatous neuropathy, one of whom had 
myasthenic features. 

It is of interest to note the varying response to neostig 
mine in the patients reported here. The drug was partially 
effective in reversing the abnormal block in Cases 1, 4, and 
5, all of which had been given relaxants of the competitive 
type. Case 3, which reacted abnormally to suxamethonium, 
showed no improvement with neostigmine, although it was 
given several days after the use of the depolarizing agent. 
In Case 2 neostigmine had no effect on a state of prolonged 
neuromuscular block due to curare. 

There remains a possibility that cholinesterase deficiency 
may be a factor in the myasthenia of carcinomatous neuro- 
pathy, although such a defect would not easily explain the 
abnormal sensitivity to drugs of the competitive type 

Wolfers (1952) suggests that the sensitivity of any indi- 
vidual to the relaxant drugs may vary from day to day, 
even in the absence of any peripheral neuropathy. His 
patient was given the same dose of suxamethonium on two 
occasions, with an interval of nine days There was a 
period of three minutes’ apnoea after the first dose and of 
29 minutes’ after the second. Wolfers could find no reason 
for this difference. and after the second and abnormal 
response the plasma cholinesterase was found to be normal 

It is not suggested that the use of muscle relaxants in 
patients with carcinomatous neuropathy will always be 
followed by abnormally prolonged neuromuscular block. 
Several patients with such a neuropathy are known to have 
been given these drugs without ill effect. Nevertheless the 
risks are great, even where there are no obvious myasthenic 


features 


Some Practical Points 


The findings reported here suggest a number of practical 
points. In the first place all carcinoma patients who are 
likely to be exposed to the effects of the neuromuscular 
blocking agents should be examined with care to exclude. 
so as far as is possible, the presence of any neurological 
disorder. It is easy to dismiss a story of “ general weak- 
ness” as a result of the debilitating effects of a malignant 
growth without realizing that such a symptom may have 
significance as an indication of an early neuropathy, It is 
unjustifiable to advocate the prohibition of the use ol 
muscle relaxants in all patients with carcinoma, but these 
drugs should be avoided when there is any suspicion of a 
neuromuscular disorder. The routine use of test doses te 
assess the patient's sensitivity to the relaxant may avoid 
unexpected complications in the form of prolonged states 
of apnoea and neuromuscular block. 

Secondly, it is very important that anaesthetists and 
surgeons should be aware of the possible risk of using 
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muscle relaxants on patients in whom a_ carcinomatous 
neuropathy is suspected. The danger appears to be 
especially great in neuropathies due to bronchial carcinoma, 
and, where possible, bronchoscopy should be done under 
local anaesthesia alone. Although the majority of reported 
cases of carcinomatous neuropathy have been associated 
with bronchial carcinoma (17 of the 19 cases reported by 
Henson et al., 1954), carcinoma at other sites may be 
responsible. Growths of the breast and ovary are already 
recognized as important in the production of neuropathy ; 
in Case 3 a carcinoma of the sigmoid colon was present, 
while in Case 4 the neuropathy was due to a carcinoma of 
the prostate, although histological proof of this could not 
be obtained. These findings emphasize the need for a wide- 
spread search for a primary growth in suspected cases of 
carcinomatous neuropathy. 

When prolonged states of neuromuscular block follow 
the use of one of the muscle relaxants, carcinomatous 
neuropathy should be considered as a possible explanation 
of the abnormal response to the drug. 

Finally. patients with the different types of carcinomatous 
neuropathy must be investigated more intensively in the 
future, using combined clinical, biochemical, histochemical, 
and electromyographic methods of study, which may help 
to solve the problems of the metabolic abnormalities which 
are present. Since the time relations between the onset of 
the neuropathy and of the discovery of the carcinoma are 
so variable (Henson ev al., 1954) these investigations should 
be repeated at intervals, and where applicable particular 
attention should be given to any changes that may follow 
the removal of the carcinoma. Similar investigations may 
be helpful in other patients with unexplained neuromuscular 
disorders not associated with carcinoma. 


Summary 


Three patients with carcinomatous neuropathy but 
without overt myasthenia showed abnormal responses to 
muscle relaxants. Two other patients with carcinoma 
but without obvious neurological disorder showed 
similar abnormal sensitivity to these drugs. 

The risks of using neuromuscular blocking agents in 
patients with carcinomatous neuropathy is discussed. 


I am indebted to Sir Russell Brain, Dr. Donald Hunter, Mr 
Vernon Thompson, and Dr. R. A. Henson for permission to 
report these cases. I am grateful to Dr. H. Selle, general superin- 
tendent, the Royal Prince Alfred Hospital, Sydney, for the post- 
mortem report in Case 3, and to Professor Dorothy Russell for 
the pathological reports on Cases !, 2, and §. Professer R. H. S. 
Thompson, of Guy's Hospital, kindly estimated the serum cholin- 
esterase in Case 4. Professor Russell, Sir Russell Brain, Dr. 
Henson, and Dr. J. N. Blau all gave helpful advice. 
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The agent in the milk of mice which Bittner (1937) dis- 
covered to be concerned with the development of breast 
cancer in these animals has been the subject of intensive 
research, and much is now known about its chemical, 
physical, and biological properties. In all these it be- 
haves like a virus, and it now seems probable that, given 
the appropriate murine, genetic, and hormonal back- 
ground, the presence or absence of the mammary agent 
is responsible for the appearance, or the failure to 
appear, of mammary cancer in this species. The possi- 
bility that such a mechanism might operate in the 
development of human breast cancer has been widely 
canvassed. 

Three methods of investigation have been undertaken 
to probe this important matter. In the first, human milk 
has been studied under the electron microscope (Passey 
and Dmochowski, 1951; Gross ef al., 1952) and par- 
ticles have been observed microscopically resembling the 
particles in mouse’s milk which have been identified with 
the mammary cancer agent. This finding, however, can 
do no more than suggest the possibility of a relation 
between the observation of such particles and the sub- 
sequent development of breast cancer. Indeed, even if 
a relation could be established, studies of this sort, whilst 
of the greatest theoretical interest, would not answer the 
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practical question of whether breast-feeding induced 
breast cancer in the offspring, because these particles, 
even if related to breast cancer, might equally well be 
transmitted through pathways other than the maternal 
milk. 

Ihe second method of study (Horne, 1950) is to take 
a group of patients with breast cancer whose mothers 
are still alive and to discover whether any of these 
patients were not put to the breast when they were 
infants. Horne’s study strove to show that the propor- 
tion of babies not put to the breast amongst those who 
subsequently developed cancer of the breast was as high 
as in the general population. This finding, in distinction 
to the results of the first method, would argue against 
there being any factor in human breast milk tending to 
produce cancer of the breast. The fallacy in this line of 
research is that the memories of mothers, presumably 
now in their seventies and eighties, of whether or not 
they put their children to the breast even for a single 
feed fifty to sixty years before, must be grossly unreli- 
able, and it is doubtful whether these findings are of any 
value. 

The third method of approach to the problem is to 
trace the histories of infants who are known never to 
have received human breast milk and see whether sub- 
sequently they develop cancer of the breast in the same 
proportion as in the general population. This method 
has the great disadvantage that an answer cannot be 
forthcoming for another fifty years, but it is a study 
which is worth pursuing for the following reasons. 
Firstly, the answer, when it becomes available, will 
resolve without doubt whether breast-feeding has any 
relation to the development of human breast cancer: 
and, secondly, some interesting incidental questions may 
be studied in the meanwhile. 


Present Investigation 

The present paper is concerned with one of these inci- 
dental aspects in a group of female children who are being 
studied with the long-term object of determining the 
relationship of breast-feeding to breast cancer. It will first 
be necessary to describe how the groups of children or 
“ panels” are collected and how disease occurring in one 
or other group is reported. In April, 1949, a letter 
appeared in the British Medical Journal (Atkins, 1949) 
asking for the co-operation of doctors in the collection of a 
panel of female babies who were known never to have 
received human milk. The declared purpose for collecting 
such a panel was to see whether they eventually developed 
cancer of the breast more or less frequently than the general 
population 

After the publication of this letter, and with the co-opera- 
tion of a large number of doctors, it was possible to build 
up a panel of “ milkless™ babies, which is still growing 
steadily It soon became obvious, however, that much 
more could be got out of this study than was originally 
planned, especially if a control panel was set up for babies 
who had been put to the breast. With each “ milkless ” 
baby, therefore, there was forwarded at the same time 
records of a breast-fed baby born in the same district during 
the same month, or in the preceding or subsequent month. 
In this way, within the larger group there has been estab- 
lished an élite of “ milkless” babies each controlled by a 
matching baby born in the same district at approximately 
the same time. 

The method of following the health history of these 
children is to send to the mother or guardian each year a 
form upon which she records any diseases or operations 
which the child has had during the previous year. The first 


form sent out asks for these details from birth. If no reply 
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is received, a letter is sent after three months and again 
after six months. If there is still no reply, the child's record 
is marked “ lost * and the name and health card number js 
forwarded to the authorities at Somerset House, who have 
kindly undertaken to supply a copy of the death certificate 
of any children who are on the panel and who have died. 
In practice, only a very small proportion of parents have 
defaulted : indeed, we are inclined to be overwhelmed, 
though very pleasantly so, with photographs and anecdotes 
of our many members at the various milestones in their 
careers. 

The data taken for the following analysis were Cerived 
from the records of 534 “milkless” and 534 breast-fed 
babies on the records at the end of May, 1957. 


Study of the Two Groups 
It was decided first to examine the incidence of gastro- 
enteritis, bronchitis with bronchopneumonia, and _ otitis 
media recorded for the two groups. These are set out in 


[Table I. The similarity between the two groups in regard 
Taste I.—Jncidence of Gastro-enteritis, Bronchitis, and Otitis 
Media 

Milkless | Breast-fed t P 
Gastro-enteritis 22 21 
Bronchitis and bronchopneumonia 60 49 1-13 | 0-25 
Otitis media il - - 


to the incidence of gastro-enteritis and otitis media is 
striking and requires no comment. The slightly increased 
incidence of bronchitis and bronchopneumonia amongst the 
“milkless” group (60/534:49/534) is statistically quite 
insignificant (t=1.13; P#=0.25). So far as they go, these 
results bear out the findings of Stewart and Westropp 
(1953) that breast-feeding has no effect on the incidence of 
gastro-enteritis, bronchitis, or otitis media. 

The second line of inquiry was into the incidence of the 
zymotic fevers—morbilli, rubella, varicella, pertussis, and 
epidemic parotitis—in the two groups, with its special rele- 
vance to the possibility of the transmission of virus anti- 
bodies in the colostrum in humans. Table II shows that 


Taste W.—Jncidence of the Zymotic Fevers 


Milkless Breast-fed t P 
Rubella 30 7 0-93 035 
Varicella 72 74 - 
Pertussis ; 56 57 - - 
Epidemic parotitis 23 21 


the incidence of the zymotic fevers in the two groups is 
strikingly similar. In those instances where a superficial 
study might suggest a difference—that is, in morbilli and 
rubella—-values for t and approximate values for P have 
been calculated which indicate that the difference is no 
more than would be expected by chance. 

Although the overall incidence is so similar between the 
two groups, it might be that the age of incidence was 
different. Table IIT shows the average age of incidence in 


Tasre Il {veraze Age, in Months, of Contraction of the 
Zymotic Fevers 
“* Milkless Breast-fed t P 
Morbilli 32-6 32:7 
Rubella 27-3 | 32-3 1 0-3 
Varicella 34-2 29 1-6 01 
Pertussis 25 25 
Epidemic parotitis . 34 35 - 


the two groups expressed in months, and again the paral- 
lelism is very striking. In the instances of rubella and 
varicella, the values of t and approximate values of P indi- 
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cate that there is no significant difference between the age 
incidence in the two groups for these diseases. 

Consideration of these figures prompts the conclusion 
that breast-feeding makes no difference to the liability to 
contract zymotic fevers or to the age of incidence. These 
clinical observations lend colour, therefore, to the view 
that no immunity to the zymotic fevers is conferred on 
the human infant by the ingestion of colostrum or maternal 
milk and is in accord with previous anatomical, biochemical, 
and clinical observations on the transmission of antibodies 
to pyogenic infection. 

In describing the results of a statistical investigation of 
this nature it is necessary to examine critically any possible 
sources of error. In fact, the 534 children in each group 
have been matched carefuily enough that very few con- 
taminants of significance have been allowed to obtrude. 
There is one, however, that deserves mention. Owing to 
the stringency necessary to ensure that none of the “ milk- 
less” group have received so much as a drop of colostrum 
or human milk, this panel has been recruited to some extent 
from illegitimate babies who have been adopted. There- 
fore the “milkless™ group contains a larger number of 
this category than the breast-fed group. In view. however, 
of the secrecy which is maintained in many cases of 
adoption and which it is obviously desirable to preserve, it 
is not known how different the two groups are in this 
respect. 

The effect of this contaminant might be considered in 
two ways. It might be alleged that illegitimate babies who 
were adopted were denied the care which they would 
naturally receive from their own mothers and so be more 
liable to contract infection; or it might be argued that 
adoption, with all its safeguards, placed the baby in the care 
of an unusually responsible person and so rendered it less 
likely to contract infection. If the former view were 
correct, a study of the figures reveals that in the instances 
of bronchitis and epidemic parotitis illegitimacy would 
act aS a “ positive contaminant ~ (making the results appear 
more different than they really are) and in the instances of 
morbilli and rubella it would act as a “negative con- 
taminant ” (making the results appear more similar than 
they really are). If the latter view were correct, these effects 
would be reversed. On all counts, therefore, this source of 
error may be regarded as a neutral contaminant and the 
most reasonable view to take is that it does not affect the 
issue. 


Transmission of Antibodies 


The problem of the transmission of antibodies from 
mother to offspring has been studied under three broad 
headings: the anatomical, the biochemical, and the clinical. 

Work of a fundamental nature on the structure of the 
placental barrier was published by Grosser (1927), and his 
views as modified by Mossman (1926) are depicted diagram- 
matically in the accompanying figure. It will be seen that 
there are basically six layers which separate the maternal 
from the foetal blood and that this primitive arrangement 
is retained in pigs and horses, whose placentae are known. 
on that account, as epithelio-chorial. In the ungulates, such 
as cattle, sheep. and goats, the maternal epithelium has 
disappeared and these animals possess syndesmo-chorial 
placentae. In the carnivores a further simplification of the 
placental barrier has occurred and only the endothelium of 
the maternal layers remains, a placenta which is known as 
endothelio-chorial. In man, apes, bats, rodents, and 
insectivores all the maternal elements have disappeared and 
the maternal blood bathes the foetal placental tissues 
directly (placenta haemo-chorialis), whilst in certain of the 
rodents—namely. rabbits, guinea-pigs. rats, and mice 


foetal capillaries project into the uterine lumina so that 
only a single layer of endothelium separates the maternal! 
from the foetal circulation (placenta haemo-endothelialis). 

It is known that antibodies are gamma-globulins of a 
molecular weight of approximately 160,000, and it is reason- 
able fo 


suppose that these, together with albumins 
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(molecular weight about 70,000), might be able to negotiate 
the thinner types of placental barrier. It is known that all 
types of placental barrier are impervious to alpha-globulins 
(molecular weight about 1 million) and beta-globulins which 
contain large lipo-protein complexes. 

Work of importance has been done on this problem by 
Moore, du Pan and Buxton (1949), who show that the 
gamma-globulins increase in humans in the blood during 


foetal life and decrease greatly during the first few months 


PAL 
Epithelio- | Syndesmo- | Endothelio- Haemo- Haemo- | 
chorialis chorialis chorialis chorialis [endothetiatis | 
— | t 
| 
MATERNAL BLOOD 
MATERNAL | 
Endothelium | 
Connective 
Tissue 
Epithelium 
| Endothelium = 
| FOETAL 
FOETAL BLOOD 
| | | 
| | 
Pigs | Cattle Carnivores Man Rabbits 
Horses Sheep Apes Guinea -pigs 
Goats Some Rodents Rats 
Insectivores Mice 
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Antibodies via yolk sac 


Antibodies via Colostrum or (?)allantoic placenta 


The placental barrier in different kinds of animals (after Gosser). 

In all types of placenta the barrier is partially penetrated by both 

maternal and foetal capillaries. In the rabbit, antibodies are 

transmitted through the yolk ~ rather than through the allantoic 
placenta. 


after birth, whereas all the other protein components of the 
serum increase ; furthermore, they showed that the ingestion 
of colostrum did not increase the antibody titre. On the 
other hand, in calves, foals, and lambs, gamma-globulins 
are absent at birth but rise steadily with the ingestion of 
colostrum. 

Murray, Calman, and Lepine (1950), working with human 
subjects, have shown that both staphylococcal antitoxins 
(antihaemolysins) and antistreptolysins (Murray and Cal- 
man, 1953) are transmitted through the placental barrier 
and are found in higher concentration in the cord blood 
than in the maternal blood. Cashman (1955) has shown in 
the human that antibodies to pertussis, which are present at 
birth, disappear later, although the baby is breast-fed. 
Debré, Ramon, and Thiroloix (1930) have demonstrated 

TV 


-Acquisition of Immunity 
Type In Utero Via Colostrum 
Rat and mouse +- 
Other rodents 4 
Ungulates 


tetanus antitoxins in the cord blood of immunized mothers; 
whereas colostrum contained no antitoxins, and Barr, 
Glenny, and Randall (1949) have demonstrated a higher 
concentration of diphtheria antitoxins in cord blood than 
in maternal blood. 

Correlating the anatomical findings of Grosser with their 
own and others’ biochemical investigations, Calman and 
Murray (1951) believe that the thickness of the placental 
barrier undoubtedly plays a part in determining whether 
immune bodies will pass to the foetus or whether the foetus 
must await their ingestion in the colostrum. Nevertheless, 
the relation is not an exact one and cannot be a matter of 
simple leakage or diffusion, as this would fail to account 
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for the higher concentration of antibody found in the cord 
blood in certain instances. Furthermore, in all categories 
of placenta there is considerable invasion of both maternal 
and foetal elements by maternal and foetal capillaries 
respectively, thus reducing the apparent barrier: and in the 
rabbit it is the yolk sac placenta and not the allantoic 
placenta which is responsible for the transmission of anti- 
bodies (Brambell, Hemmings, and Rowlands, 1948). 
Probably a specific fraction of the antibody penetrates the 
placental barrier and the complete globulin is resynthesized 
on the foetal side. Murray and Calman picture the 
mechanism of antibody reception in different kinds of 
animal as set out in Table IV. 

If these views are correct, therefore, we should expect 
that in the human breast-feeding would confer no specific 
protection against those diseases leading to antibody 
formation. 


Discussion 


Various studies have been made from time to time com- 
paring the health history of babies who have been breast- 
fed with those whe have been bottle-fed. Stevenson (1947) 
and Norval and Kennedy (1949) found little difference in the 
sickness rate between the two groups. An important study 
was undertaken by Stewart and Westropp (1953) on babies 
born in the Oxford district. The 580 babies recorded were 
divided into four groups. Those in group 1 were weaned 
in the first month: those in group 2 were weaned in the 
second or third month: those in group 3 in the fourth or 
fifth month, and those in group 4 after five months. These 
workers found that the bottle-fed babies were somewhat 
heavier than the breast-fed ones, but that the milestones 
such as sitting up. walking, and the appearance of teeth were 
not very different in the four groups. The incidence of 
gastro-enteritis, bronchitis (or bronchopneumonia), and 
otitis media were specifically contrasted in the four groups. 
and, again, little difference could be detected 

The present series differs from the Oxford series in that 
one group has not received so much as a drop of human 
milk and the other group has received some human milk. 
although the duration of lactation is unknown. The com- 
parison, therefore, is a direct one between “no milk ~ and 
* milk.” and thus answers slightly different questions from 
those posed by the Oxford investigation The present series 
suffers in comparison with the Oxford series, however. in 
that the babies anid children were not examined personally 
but the diagnosis of the parent (if clear cut) or of the family 
doctor (if the parent’s diagnosis was obscure) has been 
accepted. 

Another important by-product of this investigation its 
concerned with the incidence of mu!tiple sclerosis in the two 
groups. Platt (1955) has pointed out how it is not known 
whether galactose can be synthesized by any tissue other 
than the breast, and thus, if an infant is fed on cow's milk 
rather than human milk, it may receive much less than its 
proper quota of galactose. Further. it has been shown 
(Stearns, 1939) that infants fed on cow’s milk store nitrogen 
at a higher rate than those fed on human milk. Platt 
argues that this nitrogen is laid down in muscle and that the 
rapid development of muscle tissue in these artificially fed 
babies would be paralleled by a rapid rate of myelination 
of the nerves. Now it is in just these children that the 
galactose required to elaborate galactocerebrosides for 
myelination purposes is deficient, and Platt suggests that 
myelination may take place by means of glycero- 
cerebrosides This unnatural myelination would persist 
throughout life and perhaps render the nerves more 
susceptible to whatever is the immediate insult responsible 


for multiple sclerosis 

Lumsden (1951) has propounded the view that this is a 
myelinolytic enzyme, cerebrosidase. which may readily 
hydrolyse the glycerocerebrosides and to which normal 
glucocerebrosides are more resistant A study, therefore 
of the incidence of multiple sclerosis in a population ot 
artificially fed babies as compared with a population of 
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breast-fed babies might be rewarding, particularly as 
multiple sclerosis is a rare disease amongst those races in 
whom lactation is prolonged for two or three years. It 
must be pointed out, however, that the incidence of 
multiple sclerosis amongst the general population is in the 
region of 35 to 65 per 100,000 (Limburg, 1950) so that a 
very much higher incidence amongst the artificially fed 
babies and also a panel of many thousands would be neces- 
sary to reveal such a tendency. Finally, R. S. Allison (1957, 
personal communication) reports a case of multiple sclerosis 
in a patient who had been nursed at the breast as an infant 
for three years. 


Summary and Conclusions 

The reasons for establishing a series of parallel groups 
of children, the one fed on human milk and the other 
which has never received human milk, are discussed in 
relation to the possible aetiologies of carcinoma of the 
breast. 

A study of two groups of children, each numbering 
$34. one of which has received human and the other 
which has never received human milk, fails to reveal 
any difference in the total incidence or age of onset 
between the two groups in relation to the zymotic fevers 
and certain pyogenic infections. 

These observations support the view that antibodies to 
the zymotic fevers, like antibodies to pyogenic infections, 
are not transmitted in the human via the colostrum or in 
the maternal milk. 

The anatomical and biochemical evidence is described 
supporting the view that, in the human, antibodies are 
transmitted from mother to offspring in utero. 


It is a pleasure to record the help of the following in collect- 
ing the panels: Dr. S. C. Gawne, County Medical Officer of 
Health, Lancashire; Dr. C. D. L. Lycett, County Medical Officer 
of Health, Wiltshire: Dr. C. Metcalfe Brown, Medical Officer 
of Health, City of Manchester: Dr. George Stewart, County 
Medical Officer of Health and Principal School Medical Officer 
for Essex; Dr. J. Adrian Gillet, Area Medical Officer for the 
Dagenham Area of Essex; Dr. A. T. W. Powell, Area Medical 
Officer for the Walthamstow Area of Essex; Dr. F. G. Brown, 
Area Medical Officer for the Forest Area of Essex: Dr. W. J 
Moffat, Area Medical Officer for the South-East Essex Area: to- 
gether with many other medical officers of health and doctors 
too numerous to mention. I am grateful to the Office of the 
Registrar-General of Somerset House for the trouble taken in 
helping to trace babies whose parents have defaulted. Protessor 
Amoroso kindly approved the diagram of placental barriers 
which was drawn by the illustrating department of Guy's Hospital 
I am indedted to Mr. R. H. Handley and Dr. John Murray for 


valuable criticisms 
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THE PROBLEMS OF PUBERTY* 
BY 
DOUGLAS HUBBLE, M.D., F.R.C.P. 


Consultant Physician, Derbyshire Royal Infirmary and 
Derbyshire Hospital for Sick Children 


Puberty is a period of problems, and the knowledge that 
most of us have escaped from them without hurt should 
not make us indifferent to the difficulties, physical and 
psychological, of the young adolescent. Some doctors 
are young enough to remember vividly the troubles that 
beset them in puberty ; middle-aged doctors, however, 
may have observed, occasionally with anxiety or im- 
patience, their own children scrambling over hurdles 
whose existence they had almost forgotten. There are 
paediatricians and there are geriatricians in our ranks, 
but none of us can be described as a specialist in 
adolescence. Though the public school medical officer 
has the largest experience of the adolescent (usually 
limited to one sex), the family doctor is well placed to 
protler the youngster the detached but imaginative 
understanding which his situation so often requires. 

Let us first discuss, very briefly, the emotional prob- 
lems of puberty and the advantages which doctors 
should have in dealing with them. The essentials of the 
teenager's situation are well understood—it is a phase of 
emergence from immaturity to maturity, from depend- 
ence to independence, from an asexual existence to a 
full sexual life. A whole series of conflicts may arise 
because, as Professor Leslie Banks emphasizes (p. 193), 
intellectual development lags behind physical develop- 
ment and social maturity takes still longer to achieve. 
Our economic structure retards the attainment of finan- 
cial independence, and the conventions of our society 
would postpone heterosexual fulfilment to a time far 
beyond the emergence of sexual desire. The pattern of 
these problems is, then, not concealed: books, plays, and 
films are to-day occupied with them ; parents, teachers, 
psychiatrists, parsons, and social workers have given 
much thought to them. Where, then, is the place of the 
doctor? What is his special function? What are the 
advantages of his special position ? 

His advantageous position lies in his remoteness from 
any disciplinary situation—he speaks with authority, but 
not for authority, as do parents and teachers. While the 
“general scandal of his profes- 
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physical manifestations in themselves and very interested 
also in the physical characters of the opposite sex. This, 
then, I take to be the doctor’s proper approach to the 
problems of puberty—his own bent may be altruistic, 
idealistic, or religious—but, if he neglects to emphasize 
the biological nature of his patient’s problem, he has 
missed an opportunity that cannot be as well taken by 
another. 

I turn now to consider the problems of puberty under 
two headings. Firstly, the abnormal reaction to normal 
sexual development, and, secondly, the recognition and 
treatment of abnormal sexual development in males. 


Abnormal Reaction to Normal Sexual Development 

The great and necessary change in the social attitude 
towards sexual activity which has occurred in our generation 
must not deceive the doctor into assuming that the young 
are now well instructed in sexual matters. This is not so, 
and many boys are still made anxious by the strength of 
their sexual impulse, and are worried by the frequency of 
their nocturnal emissions (“ wet dreams”), by the urge to 
repeated masturbation, which is still too often regarded as 
an unnatural and noxious practice, and by homosexual 
activity, which society still considers to be unconventional 
behaviour at the best and criminal conduct in its most 
obtrusive forms. Young men are often disturbed, too, by 
the strange metamorphosis in themselves by which the shy, 
if aggressive, daytime idealist becomes in his sleep a noc- 
turnal Nero. 

Kinsey e7 al. (1948) have provided the evidence on which 
the doctor-biologist should base his advice to the anxious 
young men who consult him. Ninety per cent. of American 
males have masturbated by the time they are 17 years of 
age! The average frequency is about twice a week, but many 
adolescent boys masturbate seven times weekly. The ab- 
normal boys, then. are those who do not masturbate, and 
before we decide that an adolescent is masturbating exces- 
sively the frequency of masturbation should surely be more 
than nightly. If masturbation appears to be excessive, then 
we have no justification for the suggestion that any physical 
or mental harm results from it, but we should regard it as 
evidence either of a strong but frustrated sexual impulse or 
of insufficient social outlets. The story, probably apocryphal. 
was told in my student days of a celebrated physician who 
emerged triumphantly from behind a screen in the out-patient 
department and announced to his class, “ I was quite right ; 
he does masturbate.” And the outraged patient shouted, 
“You liar! You said you wouldn't tell, and. anyway, you 
said you did it yourself when you were a boy.” Thirty 
years ago we were beginning to recognize the universality 
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of masturbation, but we still had a lingering notion that it 
was a habit both physically and mentally harmful. 

Homosexual activity is also common in boys (one in three 
American adolescents have had some sort of homosexual 
experience), and if we agree that heterosexual activity is 
biologically correct should we not then, as doctors, agree 
that the young of both sexes should not be dissuaded from 
the adolescent love-making which our American friends have 
taught us to call “ petting ” ? 

Girls are not usually plagued by so strong a sexual im- 
pulse as are boys ; therefore the first manifestations of the 
reproductive function in them—the development of the 
breasts and the onset of menstruation—which should be a 
source of satisfaction, may find them unprepared, shy, or 
fastidious, and be, in fact, a cause of discomfort, conflict, or 
rebellion. Anorexia nervosa in girls ashamed of their breast 
development is not so common as it was before the day of 
Diana Dors ; the physician of to-day is more likely to be con- 
sulted by the flat-chested girl who despairs of achieving the 
freely displayed curves of the modern film star. Let me 
say here firmly that there is no justification for the prescrip- 
tion of oestrogens in such a situation. It is surely possible 
to explain to such girls, whether they complain of poor 
breast development, of a mildly masculine distribution of 
hair, or of some 
menstrual irregu- 
larity, that we are 
all compounded of 
both male and 
female characters, 
and to have a little 
more of the male 
in one’s make-up 
than is usual may 
be no bad con- 
stitutional encow- 
ment. 


Abnormal Sexual 
Development 
in Boys 

There is a wide 
variation in the 
age of puberty. 
and this is demon 
strated in the 
curves prepared by 
Schonfeld and 
Beebe (1942) (Fig 
1). The fifty per- 
centile in _ the 
length of the penis 
in 121 boys aged 
14 years was 10 
cm., but one in 
five had a penis 8 
cm. or shorter and 
one in five a penis of 
12 cm. or longer. 
Puberty in boys may 
occasionally be delayed 
till 17, and even 18, 
vears of age and yet 
normal development 
later occurs without 
therapeutic interven- 
tion. In boys not yet 
17 who show delayed 
sexual development in 
varying degree, investi- 
gations are not as a 
rule mecessary, and 
parents, although 
naturally anxious, can 
usually be persuaded to 
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wait patiently if the probabilities are explained to them. 
When investigations are required they should include the 
urinary assay of gonadotrophins and 17-ketosteroids, testi- 
cular biopsy, and the determination of chromosomal sex 
by buccal mucosal biopsy. The results may show a primary 
gonadal defect, or hypopituitarism with deficient gonado- 
trophin output, or genetic female cells (chromatin positive, 
XX). 

Even when these facts are elicited, further treatment 
requires careful consideration, for when treatment is decided 
upon the therapist, in advising it, is admitting that full 
reproductive capacity is unlikely to develop. A _ further 
period of waiting may well be advised if the results of the 
gonadotrophin assay and the testicular biopsy indicate hypo- 
pituitary hypogonadism, for nature’s way of awakening the 
sleeping pituitary has not yet been revealed. Chorionic 
gonadotrophin is our only weapon, and this should be used 
in doses of 3,000 rat units weekly for a few weeks. It may 
harm the testis, and even if puberty is initiated by this treat- 
ment we cannot be surprised if the testis goes to sleep again 
when treatment ceases. Methyltestosterone is good replace- 
ment therapy, in doses of 20 to 30 mg. daily, and it produces 
a very satisfactory change in the boy's personality, muscula- 
ture, and sexual development (Wilkins, 1957). It cannot 
directly stimulate the production of spermatozoa, and after 
pubertal changes have been achieved the drug should be 
stopped to see whether gonadotrophin output has been 
increased, as has occasionally been described. 

The problem of diagnosis and treatment may be more 
complicated, as in the case of a boy, a chromosomal male, 
of 17 with obesity, hypopituitary hypogonadism, gynae- 
comastia, and tiny testes 
and penis (Figs. 2 A 
and 3). Dieting reduced 
his obesity and his 
gynaecomastia (Fig 
2B), but if his testes 
are not awakened by 
F.S.H. therapy methyl- 
testosterone will be 
necessary. Hypogeni- 
talism in boys requires 
sympathetic considera 
tion, for it often leads 
to anxiety, and this boy 
has, in addition to his 
other troubles, a mild 
ulcerative colitis 
Gynaecomastia Is com 
mon in boys at puberty 

it occurs perhaps in 
20-30 of them It 
usually requires no 
treatment. other than 
the reduction of obesity 
if this is present, but 
plastic surgery should 
be proffered if the en 
largement of the breasts 
creates a social prob- 
lem. 

A youth aged 19 has 
many neurotic symp 
toms resulting from his 
ill-developed testes. He Fic. 4. 
has no seminal emis- 
sions, shaves once in 
three months to demonstrate his manhood, and has engaged 
himself to be married to a girl who says she “ doesn’t mind ” 
his sexual deficiencies. His photograph (Fig. 4) shows that 
hypogonadism is by no means always associated with obesity 
or with gynaecomastia. 

Wolff (1955) has shown that obesity in children is accom- 
panied by maximal height increments and by early pubertal 
changes. Some fat boys show hypogenitalism, however, and 
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Simpson (1953) has described a group of obese boys—a 
syndrome which he has called “ adipose gynandrism ”—with 
the features of obesity, skin striae, tall stature, delayed 
puberty, and feminine habitus. He regards this as due to a 
primary pituitary-adrenal overactivity. I believe it to be 
due to a secondary pituitary-adrenal overactivity——a constitu- 
tional and individual reaction to overeating and obesity. 
There is some evidence that overeating in males encourages 
an excessive oestrogen/androgen ratio. Men with testicular 
atrophy, released during the war from prison camps in 
which they had been starved, developed gynaecomastia in 
their first period of overeating. Cohen (personal com- 


Fic. § (A and B).—Showing the genital development in 8 months 
in an obese diabetic boy following weight reduction. 


munication) has recently shown that some obese children 
have evidence of increased adrenocortical activity which is 
reduced by dieting. Obese boys whose weight is reduced 
may also show rapid advancement of sexual development. 

A boy of 13 weighed 170 Ib. (77 kg.), and his obesity pre- 
cipitated the diabetic state. a very rare result of obesity in 
childhood. Dieting and diabetes reduced his weight by 50 Ib. 
(22.7 kg.) in 32 weeks (Fig. 5), and during this time his sexual 
development advanced at a rate which would normally have 
occupied from one to two years. 

Obesity should be regarded, in the young as in adults, as 
a disease to be cured, and the persistence of obesity to 
adolescence and beyond represents a failure of paediatric 
care. Parents and children should be encouraged to join in 
the crusade against obesity with a simple instruction to 
restrict carbohydrate intake, and by the use of dexamphet- 
amine. This drug is of great value, and children usually 
tolerate it well, in doses which may be as large as 20 to 
30 mg. daily. 

Summary 


The family doctor, the school doctor, and the 
paediatrician should be prepared to give advice, as 
practical biologists, to the adolescent occupied with 
the sexual problems of puberty. They should 
recognize that masturbation is usual in boys and that 
homosexuality is a common, and often transient, mani- 
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festation. There is still much ignorance of the sexual 
function among adolescents, and the doctor is in an 
excellent position to provide instruction. Anorexia 
nervosa does not occur so commonly to-day—girls are 
now more likely to be ashamed of a failure of breast 
development than to be shy of a feminine figure. 

The wide variation in the age of puberty must be 
recognized, and treatment should not be undertaken in 
boys before the age of 17 years. The necessary investi- 
gations and modes of treatment are outlined with three 
illustrative cases. Obesity should be treated, and the 
persistence of adolescent obesity represents a failure of 
paediatric care. 
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PUBERTY* 
BY 
A. LESLIE BANKS, M.A., M.D., F.R.C.P., D.P.H. 


Barrister at Law 
Professor of Human Ecology, University of Cambridge 


“I wish you wouldn't squeeze so,” said the Dormouse, 

who was sitting next to her: “I can hardly breathe.” 

“TIT can't help it,” said Alice very meekly: “I’m grow- 

ing.” “* You’ve no right to grow here,” said the Dor- 

mouse. “Don’t talk nonsense,” said Alice more 

boldly: “‘ you know you are growing too.” “ Yes, but 

I grow at a reasonable pace,” said the Dormouse, “* not 

in that ridiculous fashion.” 
| should like first to thank you for the invitation to 
open this discussion, for it has led me to explore a 
number of paths along which I had not trodden for a 
long time, including a re-reading of Alice in Wonder- 
land. Indeed, I have now every sympathy with Alice 
when she said, “ I—I'm a little girl,” rather doubtfully, 
as she remembered the number of changes she had gone 
through. 

As authorities differed on the definition of puberty I 
thought it would be wise to begin with the great lexico- 
grapher, nor was I disappointed. Dr. Johnson has the 
happiest definition that I have found, and one that care- 
fully avoids age of onset. He says, quite simply, that 
puberty is “the time of life when the two sexes begin 
to be acquainted.” He then quotes Sir Thomas Browne 
(a quotation which seems to have been repeated in 
nearly every subsequent dictionary), “ That the women 
are menstruant and the men pubescent at the age of 
twice seven is accounted a punctual truth.” 

The word puberté first appeared in early French 
writings and was derived from the Latin pubertas, mean- 
ing the onset of the signs of maturity. 

By Victorian times medical men had come to identify 
puberty with adolescence, and Quain’s Dictionary of 
Medicine of 1894, dealing with the disorders of puberty, 
said that these changes are not completed until full age 
is passed, and gives the times of onset as 13 to 15 fora 
female and 14 to 16 for a male. For our purposes we 
must, I think, accept a more precise definition, although 
we cannot ignore the long period of adolescence which 
follows. 


*Read to a combined meeting of the Sections of Child Health, 
Obstetrics and Gynaecology, and Preventive Medicine at the 
Annual Meeting of the British Medical Association, Newcastle 
upon Tyne, 1957. 
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The O.E.D. states baldly that puberty ts the state or 
condition of having become functionally capable of pro- 
creating offspring, and gives the legal age of recognition 
of this, in England, at 14 for boys and 12 for girls. 
That made me turn next to the law books. Under our 
ancient Common Law puberty is “the age of fourteen 
in men, and twelve in women: when they are held fit 
for and capable of contracting marriage.” Like many 
other parts of the Common Law this has been modified 
by statute, and the Age of Marriage Act of 1929 raised 
the minimum to 16 years for both sexes. 

Until comparatively recently a person of the age of 14 
could be hanged for any capital offence. Between 8 and 
14 a child is presumed to be incapable of crime, but 
this presumption can be rebutted by evidence. It is, 
however, an irrebuttable presumption in English law 
that a boy under the age of 14 cannot commit rape or 
even be guilty of assault with intent to commit this. 
Sexual intercourse with a girl under the age of 13 is 4 
felony, and, with one exception, her consent is no excuse 
if she is under the age of 16. On the other hand, full 
criminal responsibility, and not only for sexual offences, 
begins at 14, but the Children and Young Persons Act 
of 1933 saves the offender from being sent to prison. 
In contrast the law recognizes competency as a witness 
at any age. depending on the understanding of the 
obligation of an oath 
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McDowall (1955) gives the age of onset of puberty as 14 
to 16 for the male and 13 to 15 for the female, while 
Wright (1952) put the age range for the female as 10 to 15, 
Paschkis (1952), writing in the United States, gives I1 to 12 
in girls. and 12 to 13 in boys, in most instances, but notes 
i considerable amount of individual variation and goes on 
to sav that onset may occur as late as 18 to 20 years in 
otherwise normal persons. French authorities are cautious. 
Laroche (1955) says, “La puberté se situe entre 9 ans 
et 17 ans suivant les individus, les familles, les pays, les 
races.” 

There is, however, general agreement on the mechanism 
of the normal development of puberty as being due to 
1 sudden increase in the liberation of gonadotrophic 
hormones from the anterior lobe of the pituitary. These in 
turn stimulate the secretion of steroid sex hormones trom 
the Leydig cells of the testis and the follicles of the ovary. 
At the same time the production of 17-ketosteroids by the 
cortex of the adrenals is increased, and presumably plays 
a part in the development of the secondary sexual! 
characteristics. 

It seems to be generally accepted that the increased 
activity of the pituitary gland is, in turn, stimulated by the 
hypothalamus, but, as Paschkis (1952) says. “ For the latter 
we have at present to assume an ‘intrinsic’ mechanism ; 
this term means nothing but an admission of ignorance.” 

The process of development is by no means a smooth 
one Weill (1953) has pointed out that disharmonious 
spurts of growth may occur affecting different parts of the 
body, limbs. nose. chin, cricoid, so that a child may at one 
stage be relatively a giant while others of similar age show 
retarded growth He also notes evidence of thyroid 
deficiency in some children, especially fat girls ; the involve 
ment of the sympathetic system as shown by nervousness. 
trembling. insomnia. and irritable heart : and disorder of the 
idrenals as manifested by tiredness. hypotension. and 


hypothermia 


Precocious Puberty 


It may be helpful to mention here the manifestations of 
The first, and most important. point 
rarity of these conditions. True 


precocious puberty. 
to be made is the 
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precocious puberty is more common in girls than in boys, 
and is caused by the abnormally early development of both 
the gonads and secondary sexual characteristics. It may 
be either “ constitutional,” where no cause can be found, 
or the result of some gross disturbance of the brain by a 
tumour, encephalitis, or hydrocephalus. 

Precocious development of the secondary sexual charac- 
teristics can occur in the absence of full maturity of the 
ovary or testis. The cause is usually some gross disorder 
of the adrenal cortex, epecially a tumour, or an ovarian or 
testicular tumour. As there is no precocious secretion of 
gonadotrophic hormones from the anterior lobe of the 
pituitary, sexual development is incomplete. 

In this ancient mechanism gross departures from. the 
normal are most unusual. More commonly there occurs 
some single manifestation of early development, such as 
the premature growth of pubic hair or gynaecomastia. 
These can be explained by the sensitivity of a single organ 
to small amounts of hormones liberated by the pituitary, 
the so-called “target organ sensitivity ~ (Paschkis, 1952) 


Psychological Changes 


We are dealing. therefore, with a stable mechanism 
designed to fit the male for reproduction and the female 
for child-bearing. The physiological changes in girls occur 
so sharply as to demand immediate adjustment in their out- 
look on life, and on the attitude of society towards them. 
The changes in boys, occurring as they do over a longer 
period of time. and with less urgent reminders of the 
process, leave more time for adjustment but prolong the 
period of gaucheness. 

It is instructive to study the reaction to these phenomena 
in different centuries. Dr. Johnson, for example, quotes 
Bacon: “The cause of changing the voice at the vear of 
puberty secmeth to be, for that when much of the moisture 
of the body, which did before irrigate the parts, is drawn 
down to the spermatic vessels, it leaves the body more hot 
than it was, whence cometh the dilatation of the pipes.” 
Physicians in the nineteenth century were preoccupied with 
sympathetic constitutional derangements in women, especi- 
ally hysteria, and, in boys, “ the many forms of disease by 
which the vice of masturbation is avenged by outraged 
nature.” 

In contrast. the present-day approach is_ refreshingl 
realistic, and it is interesting to note the increasing concern 
with the contrast between the sudden transformations of 
puberty and the long-drawn-out process of mental and 
social maturation As Rubé (1955) says, “to conform to 
the legal ideal of normality, so to speak, the * normal’ 
individual should present harmonious parallelism in_ the 
development of his physical, genital, intellectual and 
emotional features without having left behind him any 
unsolved emotional conflict or problem.” 

It is now recognized that some individuals reach sexual 
maturity when emotional and intellectual development have 
hardly begun, and we are all familiar with the highly intelli- 
gent scholar, even at university level, who is retarded both 
emotionally and physically. With the increasing length of 
time spent in education and training, so that adult responsi- 
bility is postponed until the middle or late twenties for a 
considerable section of the population, this disparity 
between sexua! and intellectual maturity may be as long as 
ten years. 

In primitive societies the problem is a relatively simple one. 
Puberty is the period of life at which reproductive power 
is attained, its onset is marked by certain definite signs, and 
the time has come to initiate the individual concerned into 
full membership of the society. Puberty rites may take 
simple or complex forms, but the object of them all is to 
stress the importance of entrance into the corporate life of 
the community. Simple rites may consist merely of a dance, 
a feast, or a procession. More complex rites include cir- 
cumcision, sacred ceremonies, tests of strength and courage. 
fasting, and food restrictions. Some tribes practise scati- 
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fication and tattooing, while others knock out or file certain 
teeth, or perforate the lips and ears for the insertion of 
ornaments. Seclusion of girls on the appearance of the first 
menstrual period is a common practice, and this seclusion 
may be ended by appearance in a ceremonial dress or with 
a different arrangement of hair, reminiscent of our custom 
of “ coming out” and putting the hair up. 

Boys in some tribes are set intelligence tests, including 
the solving of picture riddles (Hastings, 1918), and the 
mock burial and resurrection of a tribesman may be used 
as part of a ceremony designed to impress the initiates. 

In our type of society we have long since abandoned 
puberty rites and tend rather to gloss over the process of 
sexual maturation in favour of the long period of ado- 
lescence. Indeed, after a few sketchy references to the 
facts of life, we impress on the individual in whom these 
stupendous changes are taking place that he must learn to 
damp down their effects. More (1955) puts this well when 
he says: “ The body is reduced to the status of a machine, 
more or less capable of performing adequately, to carry out 
the bidding of drives towards competence and achievement. 
It must not be allowed to become the origin of sexual 
impulses so strong that they might upset steady progress to 
the end he has been taught to prize.” In addition, the 
girl is taught that the type of mate she must secure is not 
a male animal but a “ good man.” 


Intellectual Development 


The fact remains that somewhere between the 114 
examination and the G.C.F. examinations at 16 full 
sexual maturity is attained by the majority of people, 
although we still tend to regard them as schoolchildren 
to be lumped in the returns with all other children from 
the age of 5 onwards. 

It is convenient to divide the influences which affect man- 
kind into those which are hereditary and those in which the 
environment plays the dominant part. Heredity plays an 
important part in determining the early or late onset of 
puberty, especially the menarche. Other factors, such as 
climate, nutrition, and health, are also involved, and 
disease may have a hindering effect. Intellectual develop- 
ment can similarly be much influenced by environmental 
conditions, in the home as well as the school. Burt (1950) 
put the matter clearly when he said: “In human nature 
there are no such things as types ; there are only tendencies. 

. Each child. therefore, must be considered as a unique 
individual. Wherever the child’s mother is lacking in 
intelligence, in temperamental stability, or in general force 
of character, where she is indifferent to the mental welfare 
of her family, or herself overburdened by domestic worries 
or by frailties of heredity and ill-health, there the child's 
whole mental and moral development suffers altogether.” 

In 1952 a rather unusual leader appeared in the British 


Medical Journal headed “Grammar School Selection 
Examinations,” in which it was said that “a successful 


grammar school career depends mainly on: (1) aptitude, 
(2) previous schooling, (3) character, including perseverance, 
emotional stability, and interest, and (4) encouragement at 
home, though in a few cases failure may result from defects 
of health.” While we would not now subscribe to the 
Victorian idea that “the present cramming system of edu- 
cation frequently disposes to insanity, the organ of the 
mind being goaded into premature activity, and over- 
strained in the effort to pass some competitive or other 
examination, deemed essential to entrance on official, com- 
mercial, or professional life” (Quain, 1894), there is grave 
disquiet about our present methods of selection. 

I cannot claim to have special knowledge of the merits 
or demerits of our educational system, but I do see some 
of the later effects. To select a child at an early age as a 
potential scholarship winner, to force him along regardless 
of the biological changes taking place with’n him and the 
suitability or otherwise of his environment, sometimes 
Tesults in a scholar arriving at the university quite unfitted 


for his new life. A small proportion ef mental breakdowns 
are inevitable in students, but I believe that a number of 
those now occurring could be avoided. The present system 
also seems to pay insufficient attention to the “late 
developer.” Clearly we want to encourage scholars, but 
equally clearly it is the steady, unspectacular, hard-work- 
ing men and women who keep a society going. 


Discussion 

I believe that particular attention should be paid to the 
problems of children from the age of 11 onwards. The 
attempt should be made to correlate the progress of physical 
maturation, mental advance, and emotional stability, in such 
a manner as to be able to advise parents and teachers when 
a child is being pushed too hard. In making this assessment 
knowledge of the home environment is essential. Everyone 
will agree that intelligence tests and examination results do 
not measure the development of character or the influence 
of the home background, and they certainly do not afford 
any indication of physical development. 

1 suggest that it is the responsibility of medical men, and 
especially those in the school medical service, to see that 
children during the ages of puberty are kept under their 
close supervision. To do this effectively they should have 
available the records of educational progress and a report 
of the home background, and their investigations should 
be directed not only to the ascertainment of obvious 
physical defects and recording these on a form, but to the 
assesssment of each individual child as a growing and 
maturing human being. 

A further aspect of prevention concerns the matter of 
sex education. The English-speaking peoples react curiously 
to this subject. At the one extreme are those who are 
content to mumble a few words about the birds and the 
bees or, worse still, merely to leave pamphlets on the 
subject within easy reach of their children. At the other 
are the detailed studies of the sexual life of human males 
and females, some of which seem to me to come 
dangerously near to pornography and to stress perversions 
at the expense of the normal. 

The net result is, all too often, that the young have to 
educate each other by word of mouth, or by personal 
investigation. It is, of course, important that they should 
be given a matter-of-fact explanation of the anatomy and 
physiology of reproduction, and the physical changes that 
take place at puberty. It is, however, necessary to go much 
further than this. Boys should be taught the precise nature 
of the emotional changes which are taking place, and told 
it is natural to direct their masculine aggressiveness in the 
direction of gang and other group activities. They should 
be warned against the feelings of inferiority which occur at 
this time, that development may be uneven, and that it is 
accompanied by many things that they will dislike, including 
such simple sources of embarrassment as spots on the skin. 
They should also be told that certain of their fellows will 
develop physically much faster than others, and that a 
strongly developed bully of 15 or 16 is rather to be avoided 
than emulated. A word of warning against the activities of 
the adult male homosexual would also not be out of place, 
although I do not think that this subject need be stressed 
unduly. 

It would also be wise to include in this instruction a talk 
on the causes of juvenile delinquency so far as we know 
them. This is not an easy thing to do, and, indeed, I find 
talking to school societies far more difficult than addressing 
older audiences. but the experience has convinced me of 
the intelligence and receptivity of children at this age, 
particularly if their attention is riveted by concrete 
examples. 

Girls should, 1 believe, be instructed separately from 
boys, and advised that the changes taking place include the 
ability to be stimulated by the male, that “ appetite comes 
with eating.” and that resistance can be broken down in a 
number of ways. including the use of alcohol. We pay, in 
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our type of society, much lip-service to the importance of 
the family as a stabilizing unit, but we do not yet attempt 
to teach the most important member of that unit her 
proper role and responsibilities at a sufficiently early age. 
Primitive peoples are in advance of us in this respect. 

The trouble is, of course, that we are not taught ourselves. 
Even medical students receive little or no instruction in the 
subject, and I am frequently shocked at the ignorance of 
undergraduates and some senior members of the university 
on sexual matters. At present we spend much time and 
money in encouraging “youth movements” without 
bothering to explain to young people why this provision is 
necessary. 

A most useful experiment would be to design a course of 
instruction for senior pupils—that is. those who have 
attained the age of 12 years and upwards—with the 
purpose of explaining the biological importance of the 
changes taking place at puberty both to the individual and 
for the survival of mankind. This would give the oppor- 
tunity to explain the reasons why our type of society 
requires that intellectual and emotional maturation should 
also occur before the individual can assume his full 
responsibilities in it. Doctors are especially well equipped 
to take a leading part in such instruction, and they are, 
indeed, the only people with the necessary training and 
experience to do so effectively. 


Conclusion 


1 am not sure that a brief introductory paper should 
attempt to reach conclusions, but the points I have tried 
to bring out are: (1) The changes at puberty are the 
result of an ancient and stable mechanism designed to 
fit the male for reproduction and the female for child- 
bearing. (2) Unlike primitive peoples, we tend to gloss 
over the sexual changes in favour of intellectual develop- 
ment. The time lag between puberty and full social 
responsibility may be ten years or more. (3) As a 
result of this there is often a lack of harmony between 
physical, emotional, intellectual development. 
(4) Two measures to remedy this disharmony are sug- 
gested: (a) close supervision of children at the age of 
puberty, to correlate the progress of physical matura- 
tion, mental advance, and emotional stability; and 
(b) instruction of those who have attained the age of 
12 years and upwards in the biological importance of 
the changes at puberty, and the reasons why our type 
of society requires that intellectual and emotional 
maturation should also occur before the individual can 
assume his full responsibilities. 

In this matter we might well paraphrase the poet 
Cowper's “ Tirocinium ” 

Schools, unless instruction were double strong. 
Detain their adolescent charge too long. 
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THE PROGNOSIS IN INDUSTRIAL 
DERMATITIS 


BY 
F. HELLIER, O.B.E., M.D., F.R.C.P. 


The General Infirmary, Leeds 


Accurate information about the prognosis in industrial 
dermatitis is almost entirely lacking in the literature ; 
even textbooks devoted to the subject, such as that of 
Schwartz er al. (1947), say little about it. Prosser White 
(1934) discusses relapses at some length and says “ that, 
given a healthy man, with a healthy skin, which has 
quite recovered from a dermatosis caused by the usual 
industrial chemical agents, he can revert to the original 
labour without fear of a relapse.” And again, “ under 
modern conditions, except for the carcinogenic agents, 
the author has not found it necessary or advisable to 
warn many workers to change their employment per- 
manently on account of allergic eruptions, On the other 
hand, for recurrent idiopathic eczema that advice has 
been tendered frequently.” 

This rather optimistic outlook is very different from 
the conclusions of Bentley Phillips (1954) in a survey of 
139 patients followed up one to four years after they 
were examined for compensation claims. In every 
instance compensation for industrial dermatitis was still 
being paid. Not one had recovered fully and been able 
to resume his original occupation without trouble, and 
“ hardening ” was not in evidence. The great majority 
of the females had never worked again, but had con- 
tinued to draw compensation. These patients were, of 
course, a selected group in whom one might have 
expected a poor outlook. In patients with dermatitis 
studied in a factory, and presumably much less severe 
cases, Squire, Cruickshank, and Topley (1950) found 
that 10°, were off work for more than six months. 


Present Investigation 


It is important to consider the exact nature and the 
severity of the industrial dermatitis in any discussion on 
prognosis. The patients under review here were all suffer- 
ing from eczematous dermatitis ; the outlook in oil follicu- 
litis and allied conditions is much more favourable and will 
not be discussed further. Many employees develop mild 
eczematous dermatitis when they first start a new process 
and, possibly with some restriction of exposure for a period, 
the rash gradually disappears in a few weeks without the 
man ever being off work. This is known as “ hardening” 
and may be due to some immunological process or may 
simply be the result of mechanical toughening of the skin. 
This type of reaction is excluded from the present discus- 
sion, which considers only those patients who have had 
dermatitis so severely that they had to be off work and who 
in my experience are not likely to develop “ hardening.” 

The material for this inquiry consisted of workmen who 
were examined personally four to six years ago for the 
Ministry of National Insurance; they represented a fair 
sample of those patients who had to stop work because of 
industrial dermatitis, though possibly there may have been 
a somewhat higher proportion of cases with some diagnostic 
difficulty requiring a specialist's opinion. A questionary was 
sent out to 196 patients. Of these, 14 were untraced, 8 
were dead, 4 gave incomplete answers despite further 
inquiries, 46 failed to reply, and 124 gave satisfactory 
answers. Thus about a quarter failed to reply, but it does 
not seem likely that they would have altered our general 
conclusions, based on those who did reply. They were 
drawn from a wide variety of trades, as is shown in Table L. 
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Table II shows the age and sex incidence of the patients. 
The only significant figures here are those in the 11-20 age 
group, the only ones in which women outnumber men. It 


TasLe 1.—Trades of the 124 Patients 


Type of Work Men Women 
Coal-mining 38 0 
Engineering 9 I 
Domestic work, laundry, ete ; 4 10 
Textiles 3 4 
Leather industry 3 4 
Baking, etc 5 3 
Chemical industry 0 
Building, joinery, etc. 4 1 
Painting 0 
Sweet manufacture 0 4 
Hairdressing l 3 


The remaining 17 were in printing, electric work, plumbing, plastics, etc. 


Il.--Age and Sex Incidence 


11-20 | 21-30 | 31-40 41-SO 51-60 61-70 Total 


Men. 4 8 17 2s | 2 15 91 
Women 5s | 3 5 12 7 1 33 


has been suggested by R. Vickers (personal communication) 
that many of those are really cases of puberty eczema and 
that when the school-leaving age was raised to 15 the inci- 
dence in the 14 to IS age group remained about the same 
even though these children were not now employed in 
industry. 


Effects 


The serious effect of industrial dermatitis is clearly shown 
in Table III. Further attacks of dermatitis were experienced 
in 95 out of 124 patients (77",), the incidence in men (80°. ) 
being rather higher than that in women (67%). The im- 
portance of these relapses is shown in Table IV. where the 


Taste Wl.—Jncidence of Subsequent Dermatitis 
Men Women Total 
Subsequent dermatitis 73 22 95 
No further dermatitis. 18 29 
Taste IV.—Effect on Earning Capacity 
Men Women Total 
Earning capacity diminished 57 16 73 
9 unaffected 34 17 $1 


effect of the original attack of dermatitis on subsequent earn- 
ing capacity is analysed. No fewer than 73 out of 124 
(59°) were worse off because of their dermatitis. Women 
(48%) suffered less than men (63°); the probable explana- 
tion of this is that men are more often employed on skilled 
work than women, so that a change of work in a man 
often leads to loss of pay, whilst women doing unskilled 
work can usually find suitable alternative employment at a 
comparable wage. 

Table V compares the effects of dermatitis on earning 
capacity in those aged 50 and over and those under 50. In 
the latter, 53° were worse off, compared with 68°, in the 
older group. Two factors at least may be important here. 


Taste V.-Effect of Age on Subsequent Earning Capacity 
Age: | 50 and Over | Under 50 Total 
Earning capacity diminished 32 41 73 
” unaffected 15 36 


First a young man can more readily change his job and 
reach a comparable position in his new work, whilst any 
change in an older man, at least if he is a skilled worker, 
almost always leads to a down-grading. Secondly, the skin 
of older workers often breaks down through prolonged wear 
and tear, and once this has happened it is very hard to 
restore the skin to its previous resistance, and it is apt to 
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be irritated by all sorts of primary irritants such as friction, 
soap, water, etc. With a younger man, particularly if he is 
sensitive to only one specific substance, avoidance of the 
irritant may be followed by a return to a normal skin. 

The nature of the external irritant has some influence upon 
prognosis. These were divided into two groups—primary 
irritants and sensitizing agents. By primary irritants are 
meant agents, such as soap and other detergents, friction, 
sweating, etc., which would irritate any skin if it was 
sufficiently exposed to them, though of course some patients 
are much more readily irritated than others. Sensitizing 
agents include a wide range of substances which in a given 
patient produce a reaction out of all proportion to the 
exposure, whilst other people can handle the substance with 
impunity. Examples of these are the gardener who is sensi- 
tive to the Primula obconica, the painter sensitive to turpen- 
tine, or the leather-worker who reacts to the slightest contact 
with chrome. These are probably true antigen-antibody 
reactions. Table VI compares the effects of these two 
groups of irritants and shows that with primary irritants only 
8 out of 59 (14°) escaped further trouble, whereas with 
sensitizing agents 21 out of 65 (32°,) remained clear. This 


Taste Vi.—Jncidence of Subsequent Irritants 


Primary Irritants Sensitizing Agents 


Men | Women Total | Men | Women | Total 


Subsequent dermatitis 42 9 | SI 31 13. | 44 
No further oe 5 3 8 | 8 21 


difference is partly due to the fact that with a specific sen- 
sitivity a patient has « better chance of avoiding his own 
peculiar irritant and thus remaining clear; for instance, 
the joiner who is sensitive to teak can handle other woods 
with impunity. Also dermatitis from primary irritation is 
often the result of a complete breakdown in the skin’s resist- 
ance, particularly in older people, and, as mentioned above, 
is very hard to clear up entirely. 


Question of a Change of Work 
One of the most difficult questions for the dermatologist 
to decide is whether a patient should be advised to alter his 
work. Many people do change their job, as is shown by 
Table VIL: thus 89 out 124 (72%) changed and only 29 


Taste VII.—Frequency of Change of Work 


Men Women Total 
Change of work 67 22 89 
No change 22 7 29 
Never worked again 2 4 6 


(23°) were still employed in the same work, while 6 (5°) 
never worked again. This, however, does not prove that 
such a change is always necessary ; it is probable that many 
workers are advised to change their work before the possi- 
bility of their continuing at it with some slight modification 
or extra protection has been fully explored. Of the 29 who 
did not change their work, 22 (76%) had further attacks 
and 7 (24°,) remained clear, whilst among the 89 who 
changed work 67 (75°) had further attacks of dermatitis 
and 22 (25%) remained clear. It appears that once an 
employee has developed dermatitis he is likely to go on 
having trouble whatever he does, and cannot escape by 
changing his work. This is particularly true if his skin has 
broken down to primary irritants; thus he would often do 
better to continue as best he can in the job he knows rather 
than to turn to fresh work, where the chances of relapse may 
be just as great. 

Mayr (1938), who followed up 301 patients over a period 
of up to 10 years, found that only 13% eventually had 
changed work—figures very different from ours, and perhaps 
reflecting more on the possibility of changing work than 
on the dermatitis itself. Eventually 161 were found to be 
healed and 139 still active. Among those who were 
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examined after three years 30°, were cured, but in those 
examined after 10 years this figure rose to 68°. These 
findings suggest on the face of it that if a man continues 
at work despite his dermatitis it will eventually tend to sub- 
side. This may not, however, be an entirely correct inter- 
pretation of the figures. 

In our series 29 patients had no subsequent dermatitis ; 
of these, 22 had changed their job and only 7 were doing 
their old work. Among the 7 at least 4 had had some modi- 
fication of their conditions of work : a bath attendant used a 
different method of cleaning, a joiner avoided glue, a lamp- 
fitter wore gloves, and an engineer used a heavy barrier 
cream. The other three were a baker, an office cleaner, and 
a ripper in a coal-mine, about whom I have no detailed 
information. These figures suggest that complete immunity 
from further attacks rarely comes except with a change of 
working conditions. Miescher (1938) got somewhat different 
findings when he retested 86 patients two to three years after 
their attack of dermatitis due to a true sensitization shown 
by a positive patch test. Among those in whom the noxa 
was eliminated 4 had relapses and 40 had none ; when the 
noxa was still present 31 had relapses and 11 none. It ts 
striking that 11 men were able to continue at the same work 
without further trouble. This also impressed Koch and 
Peters (1939), who re-examined 71 miscellaneous patients 
who had given a positive patch test and also a group of 60 


bakers. Their figures for the two groups were as follows 
First 
Group Bakers 
© skin trouble 23 24 
Work change further skin trouble 4 9 
no skin trouble 8 12 
Work ne irther skin trouble 16 10 


Thus out of 131 patients 20 continued at the same work 
with no further skin trouble. This seems contrary to out 
experience, but a possible explanation may be that these 
authors included mild cases in which hardening might be 
expected to occur, whereas we were dealing with cases of 
such severity that the patient had to be off work. In our 
‘xperience once dermatitis of this degree has occurred the 
patient will not then become “ hardened.” Koch's (1941) 
own conclusions, despite his 20 cases. were that the best 
treatment for a man with dermatitis was for him to change 
his work. and the earlier he did this the better 

Coal-mining contributed the largest number of patients 
38) from any one industry, and the effects of dermatitis in 
these are analysed in Table VIII. It will be seen that the 


Taste VIU.—Jndustrial Dermatitis in Coal-miners 


Yes No 
Subsequent dermatitis 4 4 
Change of job 28 Q* 
> 
Diminished earning capacity 26 12 
t nit 
Still working at pit 32 Se 
* One never worked again Four with specific sensitivity 


influence of dermatitis here is more marked: 34 out of 
38 (89°.) had subsequent dermatitis, compared with 77 

in the whole group ; 26 out of 38 (68°) earned less money, 
compared with 59°. in the whole group. On the other hand, 
though approximately the same proportion had changed 
their type of work, no fewer than 32 (84) were still em- 
ployed by the National Coal Board. There are at least two 
reasons for this. A miner is of all workers the least willing 
to change his trade both for social and for economic 
reasons : he is probably the son of a miner and has been 
brought up in a mining community, and his work offers 
certain advantages in housing, free coal, wages, etc. In 
iddition mining includes such a wide variety of work that 
it is often possible to move a man to a job where he is less 
exposed to irritants. Thus a “ coal-getter working in the 
hottest and dustiest part of the pit may be moved to haulage 
work and be able to continue working without too much 


trouble here. It means loss of wages and prestige, especially 


if the man has to stop working underground altogether. 
Nevertheless, in most instances a man is much happier work- 
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ing with his old employer even at a reduced wage, and, con- 
versely, when a man must have light or special work he is 
much more likely to get it with his old employer, in this 
case the National Coal Board, than with someone else. 


Discussion and Conclusions 

Industrial dermatitis severe enough to necessitate cessation 
of work is a serious disability for a workman. Of the 
sufferers have subsequent dermatitis whatever they do, 
and 59°, will have diminished earning capacity : this is more 
marked in men than in women. It is also greater in those 
aged 50 or more than in those under 50. There ts a better 
outlook for the man who is specifically sensitive than for 
the man whose skin has broken down to non-specific primary 
irritants such as heat, friction, or detergents 

Complete immunity from subsequent attacks ts likely to 
occur only after a change of work. It therefore seems that 
if a man is truly sensitized he ought to be removed from the 
offending agent as soon as possible. However, a change of 
work does not guarantee freedom from trouble, particularly 
for those reacting to primary trritants, as the incidence of 
subsequent attacks was just as high in those who changed 
their work as in those who carried on. There is, indeed, 
some evidence in the literature that if a worker can carry on 
at his work the attacks of dermatitis may gradually subside 
over the course of years. This suggests that, at least in most 
cases, every effort should be made to keep the man working 
it his old job with suitable precautions rather than advise 
him straightaway to change his work. A similar opinion 
has been expressed by Bourne (1957), who says : “ A return 
to the old type of work with education and supervision and 
adequate protection will usually result in the work being 
carried out efficiently and without further difficulty. Rarely, 
one may be faced with the problem of a patient who retains 
sensitization to even minute amounts of offending materials 
ind then alternative work must be found.” One feels that 
in these cases the man is often eczema-prone, and the effect 
of his work has only been to reveal a constitutional ten- 
dency which is already there; alteration of work will not 
affect this predisposition. In other cases the breakdown of 
the skin occurs only with increasing age and after years of 
wear and tear ; and once the man has reached this condition 
change of work is not likely to prove a satisfactory remedy. 

In an industry such as mining, where sweat, coal-dust, and 
friction play such an important part in causing dermatitis 
its effect is even more severe on the worker's ability to carry 
on at his old job. Nevertheless, most miners can continue 
to work in or at the pit because the variety of the work 
allows for his changing to less exposed conditions. Such a 
move, however, almost always is associated with a loss of 
Wares 
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Probation is the subject of a special number of the 
British Journal of Delinquency (Vol. 8, No. 3), published 
to commemorate the fiftieth anniversary of the Probation 
of Offenders Act. 1907, and in recognition of the work of 
the British Probation Service. Contributors include repre- 
sentatives of a number of disciplines concerned with proba- 
tion, among them a judge, a Home Office inspector, and 
two academic penologists who describe contemporary 
developments, respectively, in the United States and in 
France and Belgium. There is also a review of probation 
in Scotland by the chairman of the Scottish Central Proba- 
tion Council, and an article by the general secretary of the 
National Association of Probation Officers. 
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DERMATITIS IN THE STEEL 
INDUSTRY IN SHEFFIELD 


BY 


H. R. VICKERS, V.R.D., M.B., M.Sc., F.R.C.P. 
Consultant Dermatologist, Radcliffe Infirmary, Oxford ; 
Formerly Consultant Dermatologist, 

United Sheffield Hospitals 


An analysis has been made of the probable cause of 
dermatitis arising in 250 workmen in whom the condi- 
tion was thought to be due directly to their work and in 
whom the dermatitis was so severe that they had to be 
away from work for at least three weeks. The great 
majority of these cases were seen for compensation pur- 
poses. It is estimated that in Sheffield and district about 
80,000 men are employed in the steel industry, and when 
it is realized that in order to collect 250 cases I had to 
search my records of the last eight years it is evident that 
dermatitis directly due to the industry is uncommon. 

It is impossible to state exactly the limits of the steel 
industry, and in this analysis I have included not only 
those who make and work steel but also those who 
handle and manufacture steel products ; and in Sheftie!ld 
this ranges from steel making to the machining of steel 
products varying in size from ship propeller shafts to 
minute drills. In addition to the large firms employing 
tens of thousands of men there are in Sheffield many 
small specialist firms : this is shown by the fact that the 
250 cases arose from 84 different factories. It is partly 
because of these numerous small firms that complete 
medical supervision of the works ambulance room is 
so difficult. 

Causes of Dermatitis 

The accompanying Table shows the cause of dermatitis in 
various groups. It is surprising that no less than 34.8% of 
the cases—that is, the largest group—were incapacitated by 
dermatitis arising directly as a result of treatment of a rela- 
tively trivial injury such as a superficial burn or a small cut. 


Cause of Dermatitis in 250 Steel-workers 


Dermatitis following burns or trivial injury 87 (34-8%) 
Contact with soluble oil —i.e., machinists, turners, grinders 57 (22-8%) 
Contact with grease, heavy oil, etc., rolling-mills, fitters, slingers 46 (18-4°,) 
Contact with abrasive substances: moulders, core-makers, 
furnace-builders 14 (5-6°4) 
Contact with hardening or tempering liquids . 14 (5-6%) 
Miscellaneous causes 32 (12-8°,) 


These were usually treated in the ambulance room or by the 
“ambulance attendant,” the man continuing to work and 
attending once or twice daily for dressing. After a few days 
Sensitization dermatitis occurred around the treated site, and 
unfortunately in some the true nature of the condition was 
not appreciated and more of the sensitizing agent was 
applied under the mistaken idea that the “ wound had gone 
septic.” The two sensitizing agents most commonly used 
were acriflavine and its analogues and penicillin. In 
other cases various proprietary so-called antiseptics were 
responsibie. The tragedy with these cases is that the 
dermatitis often takes weeks or months to settle. and, once 
the skin has broken down in this way, recurrence is likely 
when the patient again comes into contact with any mild 
irritant. 

The next commonest cause of trouble is soluble oil used 
by machinists, turners, and grinders ; 22.8°, of cases were 
in this category. The rash may be produced in several 
ways, the hands and forearms being affected. The soluble 
oil is usually alkaline and acts as a direct irritant, although 
very occasionally the workmen develop a true contact 
allerey to the substance. Another real factor is minute 


abrasion of the skin produced by small particles of steel 
Cc 
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turnings in the coolant which are pumped round with the 
circulating liquid and come out of jets on to the work—and 
the skin—with considerable force. 

Next on the list are those who come into contact with 
heavy grease, thick oil, etc. These men are employed as 
maintenance fitters in rolling-mills and as slingers. They 
develop oil folliculitis on the forearms and legs, but areas 
of dermatitis also appear on the hands and forearms. ‘This 
may be caused not so much by the grease and oil as by the 
various methods of cleansing used by these men. Paraffin 
is a commonly used cleansing agent ; some use the alkaline 
soluble oil, and various abrasive soaps are also used. In 
using these degreasing agents the natural greases of the skin 
are removed, giving rise to dermatitis. 

Dermatitis is also seen in those who come into contact 
with various solutions used in hardening and tempering: 
5.6% of cases occurred in this group. A similar number 
was found in those who handle abrasives. Such men as 
moulders, core-makers, and furnace-liners come into contact 
with large quantities of abrasive dusts, and yet the incidence 
of dermatitis in these is relatively low. 

In the miscellaneous group are the unusual types of 
dermatitis, the occasional nickel dermatitis, dermatitis due 
to the rubber of the respirator face-piece used in shot- 
blasting, etc. 

Age of Onset.—In considering the age of onset of these 
cases, it was found that dermatitis was more likely to occur 
after the age of 40. The Chart contrasts the total number of 
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AGE GROUPS 

Male operatives in steel 
Cases with dermatitis, excluding 
ihose following injury. 


Age of onset of dermatitis. 
industry in Sheffield. 


operatives employed in the industry with the age of onset of 
dermatitis in those cases not due to sensitization to some 
application used on an injury. In the steel industry in Sheffield 
there is very littke movement between this and other occupa- 
tions, most of the men remaining in the industry the whole of 
their working lives. Thus many have worked in the industry, 
on probably the same process, for at least 20 years before their 
skin breaks down, and a similar state of affairs is seen in 
other industries—such as coal-mining. This probably indi- 
cates that the ageing skin cannot so easily tolerate trauma 
and that the skin becomes, as it were, worn out by repeated 
insults. The sharp rise seen in the Chart at the 40-45 age 
group may be because after this age the workman tends to 
gravitate towards less physically arduous jobs in which 
there is, as it happens, less dermatological risk. 

Thus the predominating cause of dermatitis in the steel 
workers is trauma affecting particularly the ageing skin: 
trauma followed by the application of sensitizing medica- 
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ments ; trauma caused by fine particles of metal in circu- 
lating soluble oil: and trauma produced by abrasive 
particles in moulding sand, refractory materials, etc. The 
first two causes—and these account for most of the cases 
are preventable: the first by the education of the works 
first-aid departments to avoid the use of sensitizing applica- 
tions, and the second by strict supervision of the various 
machines to ensure that all abrasive particles are filtered 
from the circulating coolants. The education of the works 
first-aid departments is a real problem, since there has grown 
up from the days of Lister the desire to “ kill germs ” at all 
cost. This desire is fostered both by qualified medical 
practitioners and by skilful advertising. Many antiseptics 
are potential sensitizing agents, and, although 
sensitization dermatitis are uncommon, when they do occu! 
they are tragic. The unfortunate individuals may, in the 
worst cases, never again return to their former skilled jobs. 
and, since these cases are preventable, they should never 
occur. In addition, one feels that, since many of these sub- 
stances act by coagulating protein, they may also actively 
delay the process of tissue repair, In my opinion the 
treatment of relatively trivial injuries should consist in the 
irea being cleaned thoroughly with 1% cetrimide solution 
and either a sterile dry dressing or a dressing of sterile 
paraffin applied, the dressing not being disturbed until 
healing has taken place 


cases of 


Summary 


An analysis is made of the causes of dermatitis occur- 
ring in 250 men employed in the steel industry in whom 
the disability was severe enough to put them on the sick 
list for a period of at least three weeks. In 34.8% of 
the cases the dermatitis was directly due to sensitization 
to some application used in the treatment of a relatively 
trivial injury. Acriflavine and its analogues and peni- 
cillin were the common sensitizing agents. Trauma 
plays a part in most cases, and, although the incidence 
of “industrial dermatitis ” in the steel industry is low, 
many of these cases are preventable and the incidence 
could be made even lower. 


SCOPE OF SURGERY IN MANAGEMENT 
OF DEAFNESS* 


BY 


I. B. THORBURN, F.R.C.S.Ed., F.R.F.P.S. 
Consultant Ear, Nose, and Throat Surgeon, 
Victoria Hospital, Blackpool 


During my professional lifetime—that is, since the 
1930’s—the scope of surgery in the management of deaf- 
ness has increased greatly. To-day we face a changed 
outlook and are offered new opportunities. It may be of 
interest to consider how this has been achieved. 

Let me make a careful distinction at the outset of this 
paper. I hope to convince you that we have made and 
are still making substantial progress in the treatment of 
conductive deafness by surgery. In the treatment of 
established perceptive deafness, however, surgery has 
nothing to offer, and, apart from improved methods for 
rehabilitation of the deaf, we have made no progress in 
this field since the 1930s. I would make this exception, 
that there is a progressive cochlear degeneration asso- 
ciated with most cases of chronic otitis media which may 
be prevented by successful treatment in the early stages 
of this disease. 


*Read to the Section of Oto-rhino-laryngology at the Annual 
Meeting of the British Medical Association, 
I ne. 1957 
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In the 1930’s we were constantly concerned, and with 
very good reason, about the dangers of uncontrolled 
infection in the middle ear and mastoid. We tried to 
assist recovery in the established acute ear infection by 
providing drainage with a myringotomy or a cortical 
mastoidectomy. In the chronic cases a radical mastoid- 
ectomy was carried out to remove disease and prevent 
complications. Then, as to-day, we were active in trying 
to prevent deafness from obstruction of the Eustachian 
tube or recurrent otitis media by removing tonsils and 
adenoids in children and by treating nasal and _ post- 
nasal infection : this might be followed by a course of 
politzerization or catheterization of the Eustachian tube. 

That left us with many patients deaf from one reason 
or another whom we could only reassure by telling them 
that the ears were safe, and that they must compensate 
for the disability of progressive deafness by using a 
hearing-aid and by learning to lip-read. I well remem- 
ber the feeling of despondency and impotence which I 
experienced when I told this tale to a young woman with 
early otosclerosis who had become aware of difficulty 
in hearing soon after the birth of her first baby. And I 
remember her brave attempt to suppress the tears of 
disappointment at the bitter prospect of an increasingly 
silent world. 

Faced with such a young woman to-day, we should 
have much better hopes of being able to help her—and 
also those deaf from chronic otitis media. The tech- 
niques that have opened up these new possibilities are 
those of fenestration, stapes mobilization, and tympano- 
plasty. It is these three procedures, in particular the 
third, that I propose to discuss in some detail. 


Fenestration 

Already in the ‘thirties we were reading with interest 
about the efforts of Holmgren and Sourdille to overcome 
the hazards associated with the surgical treatment of oto- 
sclerosis. It was well known that an otosclerotic could hear 
if an Opening were made in the labyrinth, but almost in- 
evitably either the opening closed or labyrinthitis super- 
vened. Then in 1938 Lempert startled the less incredulous 
section of the otological world by devising a one-stage 
fenestration operation which, he claimed, restored the hear- 
ing permanently to a practical level in a substantial propor- 
tion of cases. 

Curiously enough, the technique which made this opera- 
tion possible was a development of his considerable experi- 
ence in the treatment of chronic otitis media and _ the 
introduction of ideas of precision surgery using new instru- 
mentation under the control of two-times binocular loupe 
magnification ; that, I venture to suggest, was one of Lem- 
pert’s more important contributions to modern otology. In 
his practical course, which I was privileged to take in 1947, 
Lempert taught not just how to perform a fenestration opera- 
tion but, more important, how to carry out a complete dis- 
section of a temporal bone. Seeing in this way the detailed 
anatomy of the normal ear, one began to appreciate more 
clearly the significance of the pathological changes in chronic 
otitis media. 

Others, notably Shambaugh in America, and Simson Hall, 
Cawthorne, and Garnett Passe in this country, advocated 
the use of a microscope giving six to ten times magnification 
for the actual making of the fenestra. I am sure that this 
has enabled most otologists to improve their technique and 
their results with fenestration operations. Indeed, any oto 
logist who has performed a substantial number of these 
operations has only to compare the results of his first 
hundred cases with those of his second hundred to demon- 
strate conclusively the value of an improved technique. MY 
own results, showing the hearing gain ore year after opera- 
tion, certainly bear this out (see Table). 
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Results One Year After Operation 
> | 
Cases Cases 
I-10) | 


Hearing reached 30 decibels or better (patient rehabili- 


tated) SI 85 
Hearing usefully improved but not reaching 30 decibels 24 13 


Hearing worse or not usefully improved . . 2 22 | 1 
No follow-up available 3 


Of course, it is not only an improved technique that 
counts, important though that is ; one also learns to choose 
the favourable case. If anyone doubts the value ef this 
operation, carefully executed in properly selected cases, 1 
can only suggest that he visits a well-conducted fenestration 
follow-up clinic and asks the patients what they think 
about it. 


Stapes Mobilization 


The only happier patients I meet are those who have a 
good result after mobilization of the stapes. This operation, 
popularized by Rosen in the past three years, is a safe minor 
operation in practised hands, and has the advantage that it 
requires little or no aftercare. It gives good results in about 
35°, of cases, and some of these are very good indeed. One 
cannot help having misgivings about the permanence of the 
result, but if the hearing gain is lost after some months the 
operation can be repeated ; or, if it fails, a fenestration opera- 
tion can be carried out successfully with the advantage that 
one knows for certain that the stapes footplate is firmly 
ankylosed. 

Rosen (1956) has also described a method of “ fenestrat- 
ing” the fixed footplate of the stapes when mobilization fails 
in consequence of fracture of the crura. Basek and Fowler 
(1956) state that, since the otosclerotic disease involves 
mainly the anterior part of the stapes footplate, the best 
method is to excise part of the anterior crus and to fracture 
the footplate across behind its fixed portion. This leaves 
the ossicle chain to function through the posterior crus, 
which it is hoped remains in continuity with a mobile 
posterior segment of the footplate. 

Even though it is claimed that successful results have fol- 
lowed these procedures, I am of the opinion that it is unwise 
to submit the labyrinth to the risk of trauma from such 
ambitious manipulations of the stapes footplate. If mobil- 
ization fails 1 submit that it is better to accept the fact that 
this is an operation with a limited objective, and later to 
perform an ordinary fenestration operation. 


Tympanoplasty 


I believe that tympanoplasty is the most important devel- 
opment in functional otology since Lempert described his 
one-stage fenestration operation. We owe to Zéllner (1951) 
and Wullstein (1952) the credit for working out the principles 
of tympanoplasty and demonstrating how they can be 
applied in a practical way to most cases of chronic otitis 
media. I like to think of tympanoplasty as a rational 
development of my own study of hearing results in modified 
radical and radical mastoid operations (Thorburn, 1954). 
It explains the varied hearing results in this surgery, and it 
offers to otology a creative approach to the double problem 
of controlling disease and conserving or improving hearing 
in chronic otitis media. 

Tympanoplasty is a new word to many of us; it can 
easily be abused and may even be prematurely discredited 
if this title is applied to an operation which fails to take 
account of the fundamental principles on which it should 
be based. 

My understanding of these principles derives, firstly, from 
Observation and discussion during several visits with 
McGuckin (Newcastle), Marshall (Middlesbrough), and 
Verhoeven (Antwerp) to Wullstein and Z6llner in Germany, 
and to Pictrantoni and Bocca in Milan. Secondly, there is 


the experience gained in gradually putting these ideas into 
Practice during the past three years, and the observation of 
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the results and difficulties during a careful follow-up. My 
personal interpretation of the principles of tympanoplasty 
follows. 


Principle 1 


Precision microsurgical technique is essential. It literally 
opens one’s eyes to see and do things in the ear which one 
previously woul4 have thought foolhardy or impractical. 1 
use a Zeiss operating microscope giving four, eight, and 
twelve times magnification for all work in and around the 
tympanum. The instruments used must match the oppor- 
tunities presented and the limitations imposed by working 
under a microscope. In fact, one requires very few special 
instruments in addition to those normally employed to carry 
out a fenestration operation. 

Bleeding can be a big handicap and must be controlled. 
I employ diathermy coagulation for superficial biocd vessels. 
and consider that a dental drill with frequent irrigation and 
suction provides a satisfactory way to open up the mastoid 
cavity and to control bleeding from it. 

In Germany these operations are performed, for the most 
part, under local analgesia, which certainly limits bleeding. 
| prefer to premedicate the patient with chloral, “ omnopon,” 
and scopolamine, and then to combine a local injection of 
procaine 1%, in | in 20,000 adrenaline with general anaes- 
thesia. The induction is by p-tubocurarine-thiopentone and 
the continuation by intratracheal gas and oxygen with occa- 
sional trichlorethylene. This usually gives a satisfactory 
bloodless field without the use of hypotensive drugs. 


Principle 2 


Pathological changes in the tympanum can be assessed as 
irreversible or reversible under the operating microscope. 
I owe the idea of irreversible and reversible pathology, like 
several others in this field, to Mr. Francis McGuckin, of 
Newcastle. 

Irreversible pathology—for example, cholesteatoma or 
keratinizing squamous epithelium, granulations, or osteitis 

must be completely removed. At first I found it difficult 
to accept that this was possible, or that one can be justified 
in enclosing the area of the tympanum so dissected with 
skin grafts to create a new tympanic cavity. This is indeed 
the crux of the whole problem. It requires a good dea! of 
practical experience to assess and to decide how much you 
have to do to make the ear safe from recurrence of disease. 
Even the chronic otitis which has appeared to be healed for 
many months may contain hidden irreversible changes—for 
example, dry cholesteatoma—which would make a blind 
operation, such as myringoplasty, unwise. 

Reversible disease is not so difficult and refers mainly to 
mucosal swelling. To carry out a successful tympanoplast, 
one must retain a mucous membrane covering over most of 
the medial tympanic wall, I have recognized for a long 
time that mucosal swelling in the tympanum is, in part at 
a reactive swelling designed to limit the spread of 
disease. In modified radical mastoid operations if this 
mucosal swelling is respected and conserved it will often 
resolve and later form part of a mobile tympanic membrane. 

Where extensive excision of disease has left too little 
mucous membrane to permit immediate reconstruction there 
may be a place for a two-stage operation. The mucous 
membrane may regenerate in a few weeks with suitable anti- 
biotic treatment and a skin graft can then be safely applied. 
Alternatively, immediate grafting with buccal mucosa may 
be employed. 


least, 


Principle 3 

Antibiotic therapy helps considerably to control chronic 
infection provided irreversible pathology has been eliminated. 
I must admit that in the past I have been a little prejudiced 
against employing antibiotics in the treatment of chronic 
otitis media. 1 used antibiotics mainly to try to limit the 
risk of complications resulting from local operative trauma. 
Now I swab the ear before or during the operation, and try 
to match the predominating organism with an antibiotic to 
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which it is sensitive. My standard course at present is 
500.000 units of penicillin and 0.5 g. of streptomycin twice 
daily for one week, but it is varied according to the sensi- 
tivity of the infection and the tolerance of the patient 


Princip'e 4 


Full-thickness shin vrafts provide a satisfactory me dium 
for the plastic reconstruction of a new fvinpanic cavity. 
Ihe detail of the reconstruction will vary as defined later. 
Post-aural skin is accessible and espec ally suitable, since it 
contains less elastic fibres than available skin elsewhere. 
This skin is stripped of all subcutaneous tissue, and a bed 
for the graft is prepared by removing the outer epithelial 
layer from the remains of the drum and the skin from the 
adjacent meatal wall. The new tympanic cavity is usually 
filled with absorbent gelatin sponge to prevent its obliteration 
in the early stages of healing and to support the graft in 
position, It is necessary that mucous membrane shall grow 
in to line the under surface of the graft where it is to form 
a functioning tympanic membrane after the gelatin sponge 
has been absorbed. 

Full-thickness skin may also be used to secure quick heal- 
ing of the mastoid cavity. It is my experience, confirmed 
by others (North of England Otological Society, 1957), that 
quite a large piece of skin used for reconstruction of the 
tympanum readily survives and retains the normal charac- 
teristics of skin. By contrast, the same skin applied over 
the mastoid cavity tends to degenerate or to necrose, and 
may be in part replaced by excessive granulations. This is 
probably due to interference with its nutrition by small 
hidden collections of blood or serum. To avoid this trouble- 
some feature, I am at present preferring to use full-thickness 
skin in small pieces as a “crazy paving” supplementing a 
pedicled meatal skin flap in the mastoid cavity. 


Principle 5 


Tympanoplasty attempts to apply the basic audiological 
principles of leverage and phase differential to achieve the 
optimum transmission of sound waves to the labyrinth. The 


canal. 

My main concern in writing thus 
about tympanoplasty has been to 
try to secure a more general appre- 
ciation of what it means and tries 
to achieve. I believe that the prin- 
ciples on which it is based are 
sound. To achieve the refinement 
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Diagram shows the five types of tympanoplasty described 
by Wullste’n and illustrates different ways in which recon- 
struction can be planned. The new tympanic cavity must 
be air-containing and in functional continuity with the 
Eustachian tube. There should be a patent Eustachian tube 
with no tubal infection. 

Preliminary examination by audiometry and tuning-forks 
should have shown that the cochlear function in the operated 
ear is adequate to benefit from an improved conduction 
mechanism. The criteria of adequacy are much the same 
as we have been accustomed to employ in assessing the 
suitability of an otosclerotic deaf patient for a fenestration 
operation. 

After removing all irreversible pathology, and before de- 
ciding which type of reconstruction is appropriate, one must 
test the functional integrity of the ossicles and of the oval 
and round windows. The window function is nicely demon- 
strated by watching the round window niche or membrane 
under 12 times magnification, and gently probing the malleus 
handle, the stapes head, or the footplate. Transmitted move- 
ment through the labyrinth of the round window membrane, 
or of fluid in contact with it, should be very clearly seen 
if it is to be considered satisfactory. 

Types 1, 2, and 3 all retain sound pressure transformation 
by leverage through the ossicles. Type | has an intact 
ossicle chain protected by a bridge of bone. Type 2 has 
no bridge,* and there may be slight erosion of the ossicles, 
lype 3 has reduced leverage, as there is no malleus or incus, 
the drum being in contact with the stapes. This is equivalent 
to the columellar hearing found in birds. These three types 
also have sound protection or a baffle over the round 
window ; this is usually provided by using a skin graft to 
close the tympanum. Type 4 has no leverage, there being 
only the mobile footplate of the stapes. All that one can 
do here is to provide sound protection to the round window 
by a skin graft creating a small middle ear in functional 
continuity with the Eustachian tube, In type 5 there is fixa- 
tion of the stapes, usually by otosclerosis. One provides 
sound protection or a baffle over the round window by 
making a closed tympanum, and, at the same time or at 

a later date, one carries out a fene- 
stration of the lateral semi-circular 


Comment 


them out is a challenge which must 
be accepted by otologists if we are 


With sound pressure transformation 


to see any advance in this branch 
of surgery. It does mean pains 
taking time-consuming work in the 
operating theatre, but you are re 
paid by the essential interest of it, 
and by the fact that you salvage 
quite a fair proportion of deat 
ears. 

A detailed analysis of my heat 
ing results is not presented, since it 
is only in the last year that I have 
gathered sufficient confidence to 


Type 4. Small Type 5. Fixation of put these ideas into general prac 
middle ear stapes, fenestration tice. Individual cases were shown 
a at Blackpool (North of England 

’ Otolaryngological Society, 1957) 


Sound protection of the round window 
without sound pressure transformation 


and reported at Newcastle, bul 


*Wullstein now insists that type + 
Diagram showing the five types of tympanoplasty. Reproduced by kind permission of shall have a bridge, or at least pat 
Professor Wullstein 


of a bridge, to protect the ossicles. 
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JAN. 
more time must elapse before I feel justified in pubtish- 
ing them. Now I find there are very few cases in which it 
proves impossible to attempt some useful form of functional 
reconstruction. 

Summary 

The advances in the surgical treatment of conduction 
deafness in the past 25 years are reviewed. The main 
factors which have influenced progress are an improved 
instrumental technique under magnification by spectacles 
or microscope and the control of infection by antibiotics. 

The success of fenestration for otosclerosis depends 
upon technical competence and choice of patient. In 
my experience the 30 decibel level, or better, was 
achieved at one year after operation in 51% of my first 
hundred cases, but in 85°4 of my second hundred cases. 
Mobilization of the stapes is reported to give good 
results in about 35%. If it fails | consider it unwise to 
risk labyrinth trauma from further dissection to free the 
stapes footplate and favour a subsequent fenestration 
operation. 

I consider tympanoplasty is a development in func- 
tional otology of major importance. It presents a 
creative approach to the double problem of controlling 
disease and conserving or improving hearing in chronic 
otitis media. In order to clarify what it means and tries 
to achieve I have defined and discussed five fundamental 
principles as follows: (1) Precision microsurgical tech- 
nique is essential. (2) Pathological changes in the 
tympanum can be assessed as irreversible or reversible 
under the operating microscope. (3) Antibiotic therapy 
helps considerably to control chronic infection provided 
irreversible pathology has been eliminated. (4) Full- 
thickness skin grafts provide a satisfactory medium for 
the plastic reconstruction of a new tympanic cavity. 
(5) Tympanoplasty attempts to apply the basic audio- 
logical principles of leverage and phase differential to 
achieve the optimum transmission of sound waves to 
the labyrinth. 

Hearing results are encouraging, but more time must 
elapse before I feel justified in publishing them. 
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According to the Ministry of Health the monograph 
on phenoxymethylpenicillin (penicillin V) tablets in the 
British Pharmacopoeia 1958, which becomes official on 
September 1, will quote a dosage of 125 to 250 mg.. and 
will require tablets containing, in each, 125 mg. of phenoxy- 
methylpenicillin to be dispensed or supplied where the 
prescriber has not specified a strength. ‘This will differ from 
the requirement of the British National Formulary, which is 
that tablets containing 120 mg. of phenoxymethylpenicillin, 
or the equivalent amount of one of its salts, shall be 
dispensed or supplied in the absence of specific directions 
by the physician. Moreover, there is a tendency for manu- 
facturers to change from strengths of 120 and 240 mg. to 
those of 125 and 250 mg., and for the same product to be 
available in both types of strength during the period of 
the change. Since the tablets are likely to be available in 
both types of strength for some time, and the difference 
between these is so slight, the Ministry is advising phar- 
macists that from February 1 until further notice prescrip- 
tions on Form E.C.10 for these tablets may be dispensed 
rom either type of strength. 
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BRANDT-ANDREWS TECHNIQUE OF 
DELIVERY OF THE PLACENTA 


BY 
NORMAN KIMBELL, F.R.C.O.G. 


Consultant Obstetrician and Gynaecologist, Peterborough 
Group of Hospitals 


Many authorities (Brews, 1948 ; Gibberd, 1955 ; Queen 
Charlotte’s Textbook of Obstetrics, 1955 ; Browne and 
O'Sullivan, 1955) allow fundal pressure on the uterus as 
a method of assisting the delivery of the separated 
placenta. Browne and McClure Browne (1955), in dis- 
cussing guidance of the third stage of lavour. permit, 
when the placenta is known to be separated, gentle 
pressure on the uterus downwards in the axis of the inlet, 
or pulling on the cord. 

When the placenta is retained various procedures are 
advocated for its expression. The Credé method is 
known to every doctor, but, as Browne and McClure 
Browne point out, it tends to cause shock. It should be 
gentle and not used often—probably not more than 
twice. Greenhill (1953-4), in commenting on Ham- 
mond’s (1952) article, states: “Hammond is one of a 
small minority, who still believes in Credé’s manual 
expression of the placenta.” Greenhill considers this 
procedure should be forgotten. I am of the same 
opinion. 

Modified Technique 

The Brandt-Andrews technique is described by De Lee 
and Greenhill (1947) and advocated because the Credé 
manceuvre has potential and actual dangers. I have modified 
the technique as described by these authors. Instead of 
using a hand to grasp the umbilical cord, I use forceps. The 
modified technique is as follows. A pair of forceps is placed 
on the umbilical cord as close to the vulva as possible. 
One hand grasps the forceps and the other hand is placed 
on the abdomen so that the palmar surface of the fingers is 
over the anterior surface of the uterus approximately at the 
junction of the corpus uteri with the lower segment. The 
uterus is now gently pressed backwards and upwards to- 
wards the patient’s umbilicus, and at the same time steady but 
not too strong traction is made on the umbilical cord. If 
too great traction is made the cord may break. This tech- 
nique will usually bring forth the placenta and membranes. 
If it does not succeed. one capsule of amyl nitrite is broken 
and inhaled by the patient, and the Brandt-Andrews tech- 
nique is then repeated, usually with success. A second 
capsule of amyl nitrite has occasionally been used, and 
this sometimes made the difference between success and 
failure. Amyl nitrite is used to relax a possible hour-glass 
contraction ring, which can be diagnosed only by intra- 
uterine palpation (Browne, 1950). Amzyl nitrite is rarely 
necessary. If the placenta is still retained the patient is 
anaesthetized and the Brandt-Andrews technique repeated. 
Should this fail, then manual removal is at once carried out. 
Picton (1951) appealed for more widespread adoption of 
the Brandt-Andrews technique for conducting the normal 
third stage. He stressed the need for the bladder to be 
empty. He considered that this was the only method of 
placental expulsion in which the admittedly rare risk of 
acute inversion of the puerperal uterus was entirely absent. 
Furthermore, he pointed out that before inversion of the 
uterus could be initiated the uterus and cervix should be re- 
laxed. He therefore advised intravenous ergometrine with 
the birth of the anterior shoulder. 

Aristotle remarks that “ until the after-burden is broucht 
away, which is sometimes more difficult to do than the child. 
it is altogether as dangerous if it be not speedily done: there- 
fore as soon as the child is born, lest the womb should close, 
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the midwife having taken the string (cord) should wind it 
once or twice about one or two of the fingers of the left 
hand joined together, the better to hold it, drawing the string 
(cord) and stretching it near the privities towards the en- 
trance of the vagina.” Aristotle adds that exiraordinary care 
must be taken that “it be not drawn forth with too much 
violence lest the string (cord) breaks.” 

In July, 1954, the Brandt-Andrews technique of delivery 
of the placenta was introduced, and has for some time been 
the routine used in the great majority of cases by midwives, 
house-surgeons, registrar, and mysélf, in the Gables 
Maternity Hospital, Peterborough, and the obstetric unit in 
the Stamford and Rutland Hospital. 

If the patient has been delivered by a midwife, the stan- 
dard practice of injecting intramuscularly 0.5 mg. of ergo- 
metrine mixed with the contents of one ampoule of 
“hyalase * at the moment of crowning or delivery of the 
head of the baby is performed. This technique (Kimbell. 
1954) has now been in continuous use since the end of 
December, 1950. Although hyaluronidase, in the prepara- 
tion hyalase, has been given in many thousands of 
patients, there has not been one allergic reaction observed. 
If the patient has been delivered by a house-surgeon. registrar, 
or myself, the intramuscular technique as used by midwives 
is generally followed, except in those cases where there has 
been a history of post-partum haemorrhage, or when labour 
has been prolonged and the possibility of this complication is 
present ; then intravenous ergometrine, 0.5 mg.. is given at 
the moment of crowning of the foetal head. This routine 
use of ergometrine has not been followed by inversion of 
the uterus, and indeed the firm tone present has, I am sure. 
helped to prévent this serious complication. 

Manual removal of the placenta has decreased since the 
adoption of the Brandt-Andrews technique. The incidence 


of post-partum haemorrhage has also decreased, as the 
following figures show. 
Manual | Post-pertum| Ac 
No. of Rer val |Hae rhage) Inversion 
Booked Rate p Rat of Uterus, 
Ceses 1.000 1.000 Cases 
Bef re Brandt-Andrew 4,075 12 20 2 
After B A $.651 10 19 0 
Tota 8,726 


Retained Placenta 

Two cases of retained placenta in domiciliary 
which occurred recently have prompted me to write this 
paper. The cases caused much concern to the general prac- 
titioners confining the patients, and both were dealt with by 
the Brandt-Andrews technique 

Case ].—This patient, aged 
domiciliary confinements, was delivered of a_ healthy 
daughter, weight 7 Ib. 4 oz. (3.3 kg.), at home, five miles 
from hospital, at 8.35 a.m. on April 20, 1957, by her mid- 
wife. As the placenta did not separate, the doctor was 
called, and after failing to express it he arranged for her 
to h spital. where she arrived at 1 p.m Blood 
idmission was 150/80; pulse rate 80; condi- 
tion excellent. Her admission was reported to me by the 
sister on duty, and at 1.40 p.m., after one attempt at the 
Brandt-Andrews technique had failed, the patient inhaled 
one capsule of amy! 


practice 


39, gravida-4, para-2. all 


admission 


pressure on 


| nitrite, and the technique was repeated, 
with immediate success. 

Case 2.—A gravida-1 aged 32. Normal delivery at home 
on March 26, 1957, twenty miles from Gables Maternity 
Hospital, Peterborough. Five minutes after delivery a post- 
partum haemorrhage of approximately 2 pints (1,140 ml.) 
occurred Intravenous ergometrine, 0.5 mg., was given by 
the doctor attending the confinement. A gentle Credé ex- 
pression failed to deliver the placenta. One hour after de- 
doctor telephoned me for advice. He was 
n the Brandt—Andrews technique, with which he 


uvery the 


instructed 


was not familiar, and was able to deliver the placenta with- 
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out difficulty, and with considerable relief to all those in- 
volved (Aitken, personal communication, 1957). 


Discussion 

I believe there will be fewer retained placentae if the 
Brandt—Andrews technique is used, aided, if necessary, by 
the inhalation of amyl nitrite. Cord traction is used 
routinely in delivering the placenta during lower-segment 
caesarean section operations. The technique has been in use 
for the past three years in the Gables Maternity Hospital, 
Peterborough, and in the obstetric unit of the Stamford and 
Rutland Hospital. The Credé technique is not now used, 
and the series reviewed has shown that there is no need 
for it. 

From January 1, 1949, to May 31, 1957, there were 11,475 
deliveries in these maternity units. During this time two 
cases of acute inversion of the uterus occurred. On each 
occasion the method adopted for expression of the placenta 
was fundal pressure on the uterus. 

The Brandt-Andrews technique should help to prevent 
inversion because the uterus is pushed backwards and up- 
wards and the fundus is not handled. Routine use of ergo- 
metrine as described should be more generally practised. 


Summary 

The Brandt-Andrews technique for delivering the 
placenta is described. 

Iwo cases are reported to demonstrate its potential 
usefulness to obstetricians and general practitioners. 

Acute inversion of the uterus has not occurred in my 
units following the use of the technique. 

Credé expression should, in my view, be abandoned 
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The population in London continued to diminish in 1956, 
ending up about 22.000 lower than in 1955. It was about 
three-quarters of a million less than in 1938, and over a 
million less than in 1901. The live birth rate at 15.9 per 
thousand population was higher than in any year since 
1949. and the illegitimate birth rate, 8.4° of the total, was 
the highest since 1946. The infant mortality rate decreased 
to 21.3 per thousand live births from 23.2 in 1955. The 
death date was 11.7 per thousand population, which was 
higher than any year since 1952. The increase in mortality 
was mainly among old people. The report of the County 
Medical Officer of Health (Dr. J. A. Scott) for 1956, from 
which these figures were taken, includes a special section on 
accidents in the home. The commonest fatal home accidents 
are falls by old peopie, while the second most frequent cause 
is coal-gas poisoning. The general pattern of home acct 
dents is summarized in the words: “ Inexperience of the 
young ; inattention of the adult ; infirmity of the aged.” By 
the end of the year an estimated 68%, of the children 1-4 had 
been immunized at some time against diphtheria, and this 
The one child (aged 
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Medical Memorandum 


Diabetes Mellitus Caused by Secondary Carcinoma 
of the Pancreas 


In 1833 Richard Bright reported the case of “ James Barnes, 
aged 49,” who “began to complain of immoderate thirst 
and appetite, with a constant pain in his loins. . . . His 
urine, of which he made about nine pints in twenty-four 
hours, was deep coloured and left a yellow stain on linen. 
It was very sweet and had a specific gravity of 1039.” Bright 
performed a necropsy on this patient, and from his descrip- 
tion it seems probable that he found carcinoma of the pan- 
creas. Since that time there have been a number of 
accounts of primary carcinoma of the pancreas occurring in 
association with diabetes mellitus (Urmy et al., 1931 ; Girard 
et al., 1932; Pygott and Osborn, 1937; Llamas and Velez 
Molina, 1955). In many of these cases, however, it is not 
clear whether the carcinoma of the pancreas was the cause 
of the diabetes or merely an associated finding. Marble 
(1934), who studied 10,000 diabetics, concluded that true 
diabetes is rarely caused by carcinoma of the pancreas. 
Joslin (1946) and Lawrence (1955) agree with this view. No 
mention is made by these authors of secondary carcinoma of 
the pancreas as a cause of diabetes, nor have we been able 
to find any clear-cut recorded example. 

in the following case the patient suffered from diabetes 
which appears to have been due to diffuse infiltration of the 
pancreas with secondary carcinoma. Willis (1952) describes 
a patient with diabetes in whom the pancreas was replaced 
by secondary adenocarcinoma from the ovary. In his 
patient, however, the diabetic symptoms had been present 
for two years before the ovarian tumour was discovered. 


Case History 

An engraver aged 56 was admitted to hospital in Septem- 
ber, 1955. At that time he had five complaints—pain in 
the back, breathlessness, thirst, polyuria, and anorexia—all 
of which had been present for three weeks. There was no 
relevant previous history. His mother had died of diabetes 
at the age of 60, and two of his sisters had died of “ cancer,” 

He was obese, slightly jaundiced, breathless at rest, and 
had an irregular fever. The most striking finding was the 
enlarged liver, which felt hard and irregular and extended 
to a point just below the umbilicus. A few rales were 
audible over the left lung at the back. The heart was 
slightly enlarged, the blood pressure was 170/110 mm., but 
the rest of the physical examination was negative. On 
admission his urine contained sugar and ketone bodies in 
large amounts; there was no albumin; after a few days 
bilirubin appeared. The glucose-tolerance curve was typical 
of diabetes, rising to 344 mg. at two hours. 

The symptom of breathlessness, taken in conjunction wth 
the jaundice and the grossly enlarged, hard, and irregular 
liver, suggested a diagnosis of bronchial carcinoma with 
metastases, and a subsequent x-ray film of the chest showed 
4 rounded shadow rear the hilum of the left lung. The 
diagnosis of diabetes mellitus was confirmed by the glucose- 
tolerance curve. The question then arose whether the two 
conditions were related, 

The most unpleasant symptom during this illness was the 
Pain in the back, which was constant, boring in character, 
and appeared to originate deep in the epigastrium. The 
Patient found the pain difficult to locate and could obtain 
no relief from it by change of position. This tvpe of pain 
iS characteristic of that caused by pancreatic disease, and 
the importance of this symptom in diagnosis has been 
Stressed by Silver and Lubliner (1948). The presence of 
diabetic symptoms of three weeks’ duration in a patient 
thought to have carcinoma of the bronchus, metastases in 


the liver, and typical pancreatic pain suggested that the 
pancreas might be the site of secondary deposits and that 


this might be the cause of the diabetes. 
The diabetes was controlled by means of a restricted 
carbohydrate diet and soluble insulin, A total daily dose 


of between 30 and 50 units of insulin was found necessary, 


but during the last few days of the patient's life his insulin 
requirements dropped considerably. 


toms. 
RELEVANT Post-MoORTEM FINDINGS 


A large carcinoma was present in the region of the left 


main bronchus, and the tracheo-bronchial lymph nodes con- 
tained secondary deposits. Metastases were found in both 


lobes of the thyroid, in both suprarenals, and in the liver, 
which was grossly enlarged, There were no metastatic de- 


posits within the cranial cavity. The pancreas looked 
normal in situ, but the appearance of the cut surface 
suggested that diffuse infiltration with growth had occurred. 

Histological Findings——Sections from the head, body, and 
tail of the pancreas stained with haematoxylin and eosin 
showed a similar histological picture. In some areas re- 
placement of the norma! gland tissue by the metastasis of an 
oat-cell carcinoma was complete ; elsewhere scattered pan- 
creatic acini were seen against a background of growth, and 
occasionally, in the tail of the gland, intact lobules could 
be identified. No well-defined nodules of growth were 
present, invasion of the pancreas being a diffuse process 
throughout the gland. Sections from each of the three 
blocks were stained by Gomori’s method to simplify recog- 
nition of the islets of Langerhans, Only five islets could be 
recognized in these three sections, compared with 792 islets 
seen in three control sections from a normal pancreas. All 
but one of these five islets were in the tail, the part of the 
gland least affected by growth. No accurate assessment of 
the proportion of the pancreas occupied by growth could be 
made, but it appeared that some 80% of the total mass of 
the gland had been destroyed. 


COMMENT 

Infiltration of the pancreas by secondary carcinoma is 
not a rare condition, but for diabetes to be produced as a 
result of it is very unusual. It is possible that patients with 
secondary infiltration of the pancreas die of the effects of 
the growth before sufficient damage has been done to the 
islet tissue to produce diabetes. 

In the case recorded, the patient’s mother died of diabetes 
mellitus at the age of 60. While this could hardly be 
called a very strong family history, we think that it may 
have some bearing on the development of the diabetes in 
this particular case, 


We thank Dr. Bruce Pearson for permission to publish this 
case. We are indebted to Dr. R. D. Lawrence and Professor 
H. A. Magnus for advice and criticism. 

Rospert H. CutrrortuH, M.D., M.R.C.P., 


Medical Tutor. 
King’s College Hospital Medica! School. 


M. E. A. Powe M.B., B.S., 
Lecturer, Department of Morbid Anatomy, 
King’s College Hospital Medical Schoo!. 
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Reviews 


GYNAECOLOGICAL PRINCIPLES 
Principles of Gynaecology. By T. N. A. Jeffcoate, M.D., 
F.R C.S.(Edin.), F.R C.0.G. (Pp. 696+-vii; illustrated. 75s.) 
London: Butterworth and Co. (Publishers) Ltd. 1957. 

The author, one of the most eminent gynaecologists in this 
country, has a reputation not only in the English-speaking 
countries but throughout the world. At last a book has 
been written for students bearing the imprint of the author's 
personality and shorn of obdurate obscurantism and tepid 
orthodoxy. His object has been to provide the undergraduate 
with a book which would not only carry him over the 
hurdle of the qualifying examination but also help him 
during the period of his hospital residency as well as in 
general practice. The presentation of the subject is both 
original and intimate, with emphasis on so-called medical 
gynaecology, the narrow specialist viewpoint being avoided 
and surgical technique omitted. Some of the subjects ex- 
tensively described might be considered outside the orbit of 
the undergraduate, yet these same subjects are ones which 
the author admits he himself has had difficulty in under- 
standing and which had subsequently occupied his attention 
in the field of clinical research—for instance, developmental 
abnormalities and intersexuality, sterility, and bladder func- 
tion. 

The postgraduate, general practitioner or specialist, will 
also find much helpful advice of a practical kind, since the 
author has noted the problems which occur in general prac- 
tice and whch have been discussed under “Any Ques- 
tions ? ” in the British Medical Journal during the last twelve 
years. Professor Jeffcoate has quoted freely from his own 
wide experience rather than that of others, which makes the 
text all the more valuable The problems of sex and 
marriage, the aftermath of hysterectomy and oorhorectomy, 
are day-to-day problems in general practice, but how many 
teachers concern themselves with subjects? The 
author, however, does not pull his punches and deals lucidly 
and courageously with these matters in a manner acceptable 
to all. He views the patient as a whole person and not just 
through a vaginal speculum. It is this personal touch, 
tempered with modesty and humility, that stamps this book 
as unique and unusual. Colour plates, diagrams, photo- 
graphs, photomicrographs, and radiographs will all be found 
in profusion, yet selected with discrimination so that the 
reader can learn from one of these pictures as much as by 
reading a thousand words 

The publishers are to be congratulated for producing a 
book at such a modest price, considering the wealth of 
material and illustrations. There are an originality and 
inspiration that commend it to everyone who practises gynae- 
colog; . whether he be in general or specialized practice and 
whether he be a tyro or mature teacher. It has been said 
that it is a good book which is opened with expectation and 
closed with delight and profit. Such is this book, and who 
touches it touches a man who has been inspired by his 
Blair Bell, one of this century’s pioneers in gynaeco- 
a transcendent contribution to gynaecological 
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teacher, 
logy. to make 
literature. 

W. C. W. NIXON. 


PROCTOLOGY 


Proctoloey By Harry | Bacon, Stuart T. Ross, and 
Porfirio Mayo Recio (Pp 441+xiv; illustrated 80s.) 
Philadelphia Montreal: J B. Lippincott Company. 
London: Pitman Medical Publishing Co. Ltd. 1956 


This is a new and enlarged edition of Bacon's Essentials of 
Proctoloey, which appeared in 1943. The full range of 
rectal and colonic diseases is discussed, and chapters are 


included on venereal diseases and intestinal parasites. For 
the surgical treatment of cancer of the rectum only two 
procedures are described—Miles’s abdomino-perineal exci- 
and the pull-through 


sion for low growths, operation of 
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Babcock—Bacon when the growth is at or below the peri- 
toneal reflection and more than 7 cm. from the anal verge. 
The limits of resection required for carcinoma of the colon 
according to its site are also described, and for a right 
hemicolectomy the only anastomosis depicted is a side-to- 
side iso-peristaltic one. Many surgeons, however, find 
that it is usually or often possible to do an end-to-end 
junction, which gives a perfect alignment of the ileum and 
transverse colon and avoids the snags of the blind pouches 
which may be left after a lateral anastomosis. 

The book is superbly and profusely illustrated, and it is a 
pity that in this connexion I must comment on a very 
troublesome feature. There are approximately 40 illustra- 
tions in the latter half of the book which have no proper 
legend as such, but only a reference to a previous work by 
the two senior authors or the words “ Fig. (continued).” 
This makes it really difficult to discover what procedure is 
being illustrated and renders it necessary sometimes to turn 
back several pages or study the text. This applies parti- 
cularly to Figs. 174-184. It is to be hoped that in a subse- 
quent edition the illustrations will be numbered serially and 
each have an adequately descriptive legend. A few other 
points might be mentioned. Dukes’s well-known diagram 
showing increasing depth of ulceration of a rectal carcinoma 
and division into A, B, and C cases is reproduced (Fig. 167), 
and we must plead for the correct original reference to be 
given in any future edition. In this connexion it should be 
pointed out that on page 302 the text needs correction to 
emphasize that in C cases with lymph-node involvement the 
prognosis is worse than in B cases ; as it now appears the 
reverse is indicated. Fig. 32, showing hypertrophied anal 
papillae, is reduplicated in Fig. 150 B, and this seems hardly 
necessary when space is so precious. 

For the sake of brevity, as mentioned in the preface, this 
book contains no historical data, case reports, or biblio- 
graphy. In its present form this new Proctology is a master- 
piece of clarity and covers an immense field ; surgical indica- 
tions and methods are described in clear and adequate detail 
and every essential step is illustrated. The index is full and 
aids quick reference to any particular subject. This book 
will, I feel sure, be acclaimed as a new, concise, and valuable 
addition to the literature on proctology and fully worthy 
of its distinguished authors. 

W. B. 


MEDICAL JURISPRUDENCE AND 
TOXICOLOGY 
Medical Jurisprudence and Toxicology. By John Glaister, 
J.P., D.Sc., M.D., F.R.S.E., F.R.F.P. S(Glasg), in collabora- 
tion with Edgar Rentoul. M.B.E., M.A., _..B., M.B., Ch.B. 
Tenth edition. (Pp. 720+xi; 6d.) Edin- 


burgh and London: E. and S. Livingstone Ltd. 1957. 


This well-known textbook, product of the Glaswegian School 
of Medical Jurisprudence—pére et fils—appears in its tenth 
edition as excellently produced as always by Livingstone. 
No textbook for the tyro, this 700-odd-pages-long treatise, 
most liberally illustrated, presents “the whole truth.” It 
has the mark of a master with high ideals in teaching and 
deserves the wide approval it has enjoyed for so many years 
If we had to comment, Glaister is—maybe commendably— 
slow to follow the trend of events in the toxicology ol 
suicide by poison, in current industrial hazards, in the newer 
anaesthetic risks, in the revolution in post-abortive sepsis, 
and in the better recognition of the chemistry of trauma. It 
lacks guidance on the relationship of injury to disease, on 
tranquillizers rather than tansy, on air and fat embolism 
instead of allantiasis or fetishism. These are no carping 
criticisms of a book that is remarkable for the amount ot 
information it contains: times change, and textbooks must 
keep pace with events. Glaister can be depended upon (0 
make progress, and would undoubtedly benefit from a mofe 
courageous pruning. We have consistently recommended 
it and again do so, for it is a fine book. 


KEITH SIMPSON. 
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THE HOSPITAL STAPHYLOCOCCUS 
According to reports in the daily press there have 
recently been outbreaks of staphylococcal infection in 
hospitals in the home and eastern counties and the 
north, several of such a nature as to call for the 
closure of wards. A Ministry of Health spokesman’ 
is reported as having said that there is nothing new 
or abnormal about this, the involvement of several 
hospitals at one time being “just a coincidence.” 


There is in fact one new feature in the present situa-' 


tion—the danger that such an infection may be 
grafted on a pre-existing influenza of the type at 
present prevalent, often with fatal results. Otherwise 
it is unfortunately only too true that the hospital 
staphylococcus is now always with us somewhere: 
there are doubtless many other hospitals where at the 
present moment it is causing cross-infection, although 
usually not on such a scale as to achieve publicity. 
The appearance a fortnight ago in this Journal of 
three papers discussing this problem from different 
points of view is some indication of the concern it 
is Causing. 

Staphylococcal cross-infection seems to be a new 
problem, although it has perhaps been thrown into 
bolder relief by the disappearance of the haemolytic 
streptococcus in the same role. Some authorities lay 
it squarely at the door of antibiotic treatment. C. W. 
Howe,* for instance, reported an increase in the 
frequency of infection of clean operation wounds in 
the general wards of the Massachusetts Memorial 
Hospitals from 2 to 7%, between 1929 and 1953, and 
attributed this to the selective breeding of antibiotic- 
resistant strains of staphylococci with a greater 
capacity for epidemi¢ spread. Others have argued 
4 change in the host rather than in the parasite. W. 
McDermott® has pointed out in this Journal that 
patients are now being subjected to surgical and even 

New Ex LJ. Med, 194, 951, 411. 


, Knight, V., and Holzer, A. R., J. clin. Invest., 
—, Josephine, Parrish, J. A., and Shooter, R. A 
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1954, 33, 1190. 
.» Brit. med. J., 1958, 


Forfar, J. O., and Maccabe, A. F., ibid., 1958, 1, 76. 
*Cook, J., Elliott, C., Elliott- Smith, A., Frisby, B. R., 
A M. N., ibid., 1957, 2, 542. 
* Shooter, R. A., Taylor, G. W., Ellis, G., 
Obstet... 1956, 103, 257 
— Griffiths, Cook, Josephine, 
J., 1957, 1, 
Hare, R., and Ridley, M.., ibid., 
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some medical sanity which are calculated gravely 
to diminish their resistance to infection. D. E. 
Rogers* also puts emphasis on diminished host resist- 
ance, and furnishes interesting data showing that 
staphylococcal septicaemia is becoming far less 
common in children but more common in adults, 
usually as a complication of some other disease. 
“ The staphylococcus,” he writes, “ appears to have 
displaced the pneumococcus as the invader in terminal 
illness.” These are doubtless important factors, but 
not all the victims of this kind of cross-infection are 
debilitated: indeed, those attacked in maternity units 
may previously have been in perfect health. A 
change in the staphylococcus itself is probably more 
important. Those staphylococci implicated in serious 
outbreaks are always antibiotic-resistant, usually to 
tetracycline as well as to penicillin, and are usually 
of phage group III and often of one of a few particular 
phage types. That these organisms are more danger- 
ous, intrinsically as well as by virtue of their resist- 
ance to therapy, there seems to be no doubt. Since 
it has been clearly shown’ that the administration of 
penicillin and still more of tetracycline promotes the 
dissemination of these strains, a limitation of the use 
of these and other antibiotics to strictly necessary 
purposes is a precaution which should always be 
observed in wards subject to this danger. 

The problem differs somewhat in the two kinds of 
ward principally affected: maternity and surgical. The 
vulnerable sites in the former are the lactating breast 
and the infant making contact with bacteria for the 
first time: in interesting contrast to the behaviour of 
the haemolytic streptococcus, uterine staphylococcal 
infection is rare. Many recent observations have 
shown that the infant is colonized by pathogenic 
staphylococci, usually with no manifest results, with- 
in a few days of birth. The studies of Josephine 
Cook, J. A. Parrish, and R. A. Shooter® were aimed 
at determining, by a process of exclusion, how this 
takes place. Sterilized bedding did not prevent it, and 
the use by nurses of an antiseptic hand cream had 
little effect, but the wearing of an individual gown for 
tending each baby had more effect, as did painting the 
cord with an antiseptic dye mixture. In the same 
issue of the Journal J. O. Forfar and A. F. Maccabe’ 
compared the staphylococcus carriage and infection 
rates in infants tended by nurses with and without 
gowns and masks and found no difference: this is 
at least in part explained by the fact that transmis- 
sion occurs from infant to infant rather than from 
nurse to infant. Since these authors calculate the cost 
of providing and using masks and gowns in a 5O0- 
bedded maternity unit to be £630 a year, the utility 
of this procedure certainly calls for re-examination. 
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In surgical units epidemic staphylococcal infection 
manifests itself chiefly as sepsis in operation wounds, 
although boils and other skin infections may also 
occur in either patients or staff, and a form of infec- 
tion particularly to be feared is fulminating post- 
operative enterocolitis, an epidemic of which at the 
Radcliffe Infirmary, Oxford, was described last year 
by J. Cook and his colleagues.“ When clean opera- 
tion wounds are becoming infected, the first question 
to be answered is whether contamination is occurring 
in the theatre or the ward. If the former, suction 
ventilation, which intreduces contaminated dust, may 
well be at fault, and substituting a positive-pressure 
system may forthwith reduce the sepsis rate.” Allter- 
natively, a single profuse carrier may sometimes be 
incriminated, as in an outbreak reported by R. A. 
Shooter and his colleagues'" last year. That there are 
carriers and carriers is becoming evident from the 
studies of R. Hare and M. Ridley: their latest con- 
tribution,'' the third of the papers on this general 
subject, describes a study of the distribution of staphy- 
lococci on the surface of the body which shows that 
a mere nasal swab tells only a small part of the truth 
An area of skin can apparently be an independent 
habitat, and in one individual the headquarters of the 
carrier state, from which staphylococci were dispersed 
in profusion, was the area surrounding the perineum. 
More ofien it is impossible to identify a sole source 
of infection, particularly when infection is being 
transmitted in wards rather than the theatre. This 
situation must be met by tightening all aseptic pre- 
cautions, particularly by ensuring that bedding is 
adequately disinfected, and by the isolation of in- 
fected patients. Policy in the use of antibiotics should 
be reviewed—that their general restriction is helpful 
there can be no doubt--and a method must be 
decided on for treating serious infections caused by 
the epidemic strain. An attempt may be made to 
treat carriers by the nasal application of neomycin 
cream. Such measures may be helpful, but it is much 
to be hoped that the intensive study of this problem 
now proceeding in many centres may provide some 


more radical solution. 


CRASHED ATOM BOMBS 
The announcement that aeroplanes carrying nuclear 
weapons are flying over Great Britain has given rise 
to some anxiety about the consequences if one of 
them should crash accidentally. The possibility of 
the bomb exploding as a result of the crash can be 
discarded, since it has been authoritatively stated that 
the bombs are unprimed and that the fusing, which 
would take place only on specific orders, is a long 
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and complicated procedure. Even with this assur- 
ance, however, two other hazards remain possible, 
One may result from a so-called “fizzle” of the 
bomb, a mild explosion which may occur if a suffici- 
ently large amount of fissile material is accidentally 
brought together so as to initiate a chain reaction, 
Although it would be nothing like an A-bomb 
explosion, enough neutrons and fission substances 
might be released to create a serious hazard to the 
population in the vicinity of the accident. How real 
this possibility is cannot be established without a 
precise knowledge of the construction of the bomb, 
and this is naturally a military secret. Under these 
circumstances the Government's assurance that the 
danger is negligible may be taken as meaning that 
this sort of explosion is unlikely to happen. The fact 
that an aeroplane carrying an H-bomb has recently 
been reported to have crashed in the United States 
without such “fizzle” occurring supports this con- 
clusion, though it is no guarantee that it might not 
occur under different circumstances. 

[here remains the question of the radioactive 
materials contained in the bomb being dispersed as 
a result of the crash and cf the fire which nearly 
always develops. There are no radioactive fission 
products before the explosion, but nuclear weapons 
contain some other radioactive materials. One is the 
neutron source, to initiate the chain reaction, which 
may consist of radium or polonium mixed with 
beryllium. Another is plutonium metal to produce 
the explosion. In a so-called “dirty” bomb there 
may be a shell of ordinary uranium metal, which 
serves to increase the explosive power of the H- 
bomb. H-bombs may also contain some tritium, a 
radioactive isotope of hydrogen, but it has been sug- 
gested that this material need not be present, since it 
can be produced at the instant of the explosion from 
lithium, which is non-radioactive. The amounts of 
each of these materials in a bomb have never been 
revealed, but estimates of their order of magnitude 
can be made. The neutron source probably contains 
an activity of about 1 curie. The plutonium core 
may weigh about 10 kg., which corresponds to an 
activity of about 600 curies. The uranium shell may 
weigh as much as 10 tons, but its activity would be 
only about 3 curies owing to the long half-life of 
uranium. 

Plutonium is thus the main possible radiological 
hazard. It oxidizes even at normal temperatures, and 
in a fire it is likely that some or even all of it would 
be oxidized and dispersed by the draught over 4 
limited area in the neighbourhood. Plutonium decays 
by a-emission, and the e-particles, having a range of 
about 2 in. (5 cm.) in air, do not constitute any hazard 
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as an external source. But some soft y-rays are also 
emitted which may give rise to an external irradia- 
tion. The a-particles themselves constitute an in- 
ternal hazard, since plutonium is likely to get into 
living organisms, either by ingestion or by inhala- 
tion. Only a minute fraction, 0.019%, of the ingested 
material is retained, but of the amount inhaled about 
20%, concentrates in bone, and remains there, pro- 
ducing effects similar to those of radium. The lungs, 
too, are considered a critical organ for the concen- 
tration of plutonium, though the retention there is 
only about a few years. The maximum permissible 
concentration of plutonium is 0.04 microcuries in the 
bones and 0.02 microcuries in the lungs, the latter 
corresponding to a weight of only 0.3 yg. 

It is impossible to make an estimate of the number 
of people who might be exposed to the plutonium 
hazard. since this depends very much on the density 
of the population in the crash area, on the extent and 
duration of the fire, on atmospheric conditions, and 
on the structure of the bomb. But it is conceivable 
that in some circumstances the contamination might 
be sufficiently large to warrant the evacuation of 
people and animals from an area of a few square 
miles until it had been decontaminated. In addition 
to the radiological hazard, the chemical toxicity of 
the very large quantity of uranium dispersed has to 
be taken into account. To put the problem in its 
proper perspective, it is worth remembering that the 
likelihood of an aeroplane crashing is small, and that 
of a crash associated with a high degree of contami- 
nation smaller still. Nevertheless, if the practice of 
flying aircraft with nuclear weapons continues, the 
medical profession would welcome information on 
what to do in the event of a crash. 


SURGICAL TREATMENT OF ATRIAL 
SEPTAL DEFECTS 


In a leading article in the Journal of January II (p. 91) 
we commented on recent work which had led to a better 
understanding of atrial septal defects and briefly men- 
tioned the prospects of cure which surgical treatment 
had now opened up. The operations which have been 
undertaken for the repair of these defects may be divided 
broadly into those in which the defect is closed without 
opening the heart and those in which it is closed under 
direct vision with the heart open. C. P. Bailey and his 
co-workers! introduced the operation of atrioseptopexy, 
in which the right atrial wall was used to close the defect. 
and other “ blind’ techniques have been described by 
T. Sondergaard,? V. O. Bjérk and C. Crafoord,*® and 
F. R. Edwards et al.* While giving satisfactory results 
in many cases, these methods have now been largely 
superseded. Using the “ atrial-well ” technique described 


by R. E. Gross et al.,° J. W. Kirklin and his colleagues*® 
reported excellent results in 27 of 33 patients with only 
one death. F. J. Lewis and M. Taufic’ were the first to 
close an atrial septal defect under direct vision using 
hypothermia, and this method has been developed by 
H. Swan and his colleagues,* who reported 30 cases 
operated upon in this way. Post-operative cardiac 
catheterization in 21 of these showed complete closure 
of the defect in all but two: six patients died, including 
2 of 3 with septum primum defects. Lewis’ had four 
deaths in a series of 33 patients. R.C. Brock and D. N. 
Ross!” have used a similar technique, and D. E. Bedford 
and his colleagues'' at the Middlesex Hospital have 
operated on 40 patients under hypothermia, with only 
one death, which occurred after a second operation : 
post-operative cardiac catheterization was carried out in 
12 cases, and showed complete closure of the defect in 
7, an appreciable left-to-right shunt in 2, and a small 
left-to-right shunt in 3. Symptomatic improvement in 
patients with very large hearts or heart failure was 
remarkable and the heart was reduced in size. In three 
cases with low defects, closure resulted in the blood from 
the inferior vena cava passing directly into the left 
atrium, causing central cyanosis. The majority of 
patients were between the ages of 20 and 29, but six 
patients between 40 and 49 and one patient over 50 years 
of age were included in the series. 

Evan Bedford and his colleagues and other workers® ° 
believe that uncomplicated septum secundum defects with 
an appreciable left-to-right shunt should be closed on 
diagnosis and preferably before the age of 20. Co- 
incident mitral stenosis should be relieved at the same 
time, and this was done in 3 of the Middlesex cases. 
The most important anatomical requirement for success- 
ful closure is a rim of septal tissue forming the inferior 
margin of the defect above the atrioventricular valves.® 
Hyperkinetic hypertension due to a large pulmonary 
blood flow is no contraindication to operation, but 
severe obstructive pulmonary hypertension presents a 
difficult problem. The Middlesex workers consider that 
in such cases the operation can only do harm, and Swan 
and his colleagues believe that patients in whom the pul- 
monary resistance is extremely high, and the left-to-right 
shunt is minimal, are past the stage of surgical relief. 
Lesser degrees of obstructive pulmonary hypertension 
may not interfere with a successful result, however, even 
if there is a small right-to-left shunt. Heart failure 
(unless due to extreme obstructive pulmonary hyperten- 
sion) does not necessarily contraindicate operation, but 
increases the risk. Systemic hypertension is an un- 
favourable feature, since left ventricular failure may 
occur after operation.'! 


' Bailey, C. P., et al., Ann. intern. Med., 1952, 37, 888. 
2 Sondergaard, T., Acta chir. scand., 1954, 107, 492 

Bjork, V. O., and Crafoord, C., J. thorac. Surg., 1953, 26, 300. 

* Edwards, F. R., ef al., Brit. med. J., 1955, 2, 1463. 

® Gross, R. E., et al.. Surg. Gynec. Obstet., 1953, 96, 1. 

® Kirklin, J. W., et al., Circulation, 1956, 13, 825. 

7 Lewis, F. J., and Taufic, M., Surgery, 1953, 33, 52 

* Swan, H., Blount, S. G., Jr., and Virtue, R. W., ibid., 1955, 38, 858 
® Lewis, F. J., et al., Ann. Surg., 1955, 142, 401. 
© Brock, R. C., and Ross, D. N., Guy's Hosp. Rep., 1955, 104, 99 
't Bedford, D. E., et al., Lancet, 1957, 1, 1255 
12 Swan, H. J. C., et al., Circulation, 1957, 16, 54. 


4 
4 

| 


f 
‘5 
a 
—— 
im 


210 Jan. 25, 1958 


Complicated defects of the septum secundum may 
require other methods of open heart surgery, such as the 
use of a pump oxygenator, which permits a longer period 
for closure. Exact diagnosis of the type and site of the 
defect is therefore of great importance, for the presence 
of anomalous pulmonary veins and high or low defects 
near the openings of the caval veins may cause diffi- 
culty.'' }? Hypothermia also does not allow enough time 
for the satisfactory closure of septum primum defects 
and the common atrioventricular canal. Signs which 
give grounds for suspecting the presence of septum 
primum defects include early cardiac enlargement : 
severe pulmonary hypertension below the age of 20; 
mongolism ; evidence of mitral and/or tricuspid incom- 
petence ; left ventricular hypertrophy or left axis devia- 
tion on the cardiogram ; a left-to-right shunt at ven- 
tricular as well as at atrial level ; bacterial endocarditis : 
or complete heart block. If suspicion exists that the 
defect is of this type, and if operation is contemplated, 
then the use of a pump oxygenator should be considered. 


LOCAL GOVERNMENT BILL 


The proposals of the Local Government Bill will have 
two main effects so far as the health services of local 
authorities are concerned. First, there will be some 
reorganization as a result of the delegation of services ; 
and, secondly, the existing percentage Exchequer grant 
will be abolished and replaced by a general Exchequer 
grant. The latter will be made as a block grant to 
county and county borough councils; they wiil be 
free to apportion it as they think fit between the vari- 
ous services. As to the first of these effects, recent 
legislation has tended to centralize administration, and 
the present Bill is possibly the first to reverse this 
process. 

While the ability and resources of certain authori- 
ties, either as existing now or as they will be created, 
may well be adequate for administration of the services, 
the proposed delegation of powers will mean the divi- 
sion of existing administrative units, which for the most 
part are now running smoothly and efficiently, into 
smaller groups, with a consequent increase in costs. But 
it is undoubtedly the second proposal in the Bill which 
has created the greatest concern, for there are many 
who fear that the cessation of percentage Exchequer 
grants will result in an ever-growing proportion of 
future expenditure falling upon the local rates. The 
Minister of Housing and Local Government in the 
debate on the Second Reading of the Bill has been at 
pains to point out that there was nothing in the Bill 
to support or justify that view and that there was no 
intention whatever of using the change of grant system 
aS a surreptitious means of cutting down the standards 
of education or any other service. Nevertheless, the 
Bill's proposals on the adjustment of the calculation 
of the general grant are vague and leave matters very 
much in the hands of the Minister and the Treasury, 
and it is not surprising that local authorities are uneasy 


about the outcome 
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The health services of local authorities are in process 


of rapid development, and in all probability they will 
have to accept further heavy responsibilities. Health 
visitors and district nurses, among others, are being 
increasingly called on to relieve pressure on the hospi- 
tal service and to support the family doctor, and the 
recommendations of the Royal Commission on Mental 
Health include suggestions for a wide range of new and 
expensive schemes to be undertaken by local authori- 
ties. Hitherto such development might be planned in 
the confidence that a percentage grant would be avail- 
able from the Exchequer to assist in meeting the ex- 
penditure, but it would be unwise to assume with equal 
confidence that increased assistance will be forthcoming 
by way of general grant. If the Exchequer fails to bear 
its share of local authority expenditure there are defi- 
nite dangers that the local health services will not 
receive the financial support they will need if they are 
to expand in the ways suggested. These dangers will 
exist, of course, for other services as well. Loeal 
authorities are naturally unwilling to increase the 
rates, and to avoid this many of them might try to 
economize by scaling down the services already pro- 
vided. The same thing would happen if local authori- 
ties allocated the major part of their revenue to those 
services which had a particular appeal to them. As 
a counter to such tendencies the Bill provides that 
the Minister shall prescribe standards below which a 
local authority's health services will not be permitted 


to fall. But, if experience is any guide. these mini- 
mum requirements can all too easily come to be 
regarded as the total extent to which development 
need go. 


PHYSIOLOGY OF APPETITE 


The ill effects of undernutrition are well studied, and 
more recently overnutrition has claimed its share of 
attention as a cause of ill-health and early death. 
Nevertheless, we do not know how the normal person 
with access to more or less unlimited food contrives to 
eat the right amount. Subjective impressions do not 
suggest that the amount we eat is very precisely regu- 
lated; yet over the years it seems that we must eat 
exactly enough to replace the energy we have expended 
Any inaccuracy means drawing upon or adding to body 
fat. and the margin for error is small. A man who ate 
1°, too much over a period of ten years would prob- 
ably increase his weight by over 2 stones (13 kg.).' 
Balancing the intake and output of energy is un- 
doubtedly a complex process. It seems reasonably 
clear, however, that the adjustments which keep the 
balance are made mainly to the intake rather than the 
output—that is, they are made through regulation of 
hunger or appetite. 

Duncan, G. G., Diseases of Metabolism, 1952, Philadelphia, p. 608 


* Hetherington, A. W., and Ranson, S. W., Proc. Soc. exp. Biol. (N.Y.), 199% 
41, 465 

Brobeck, J. R., Physiol. Rev., 1946, 26, 541. 

4 Yale J. Biol. Med., 1957, 29, 565. 

* Fitzsimons, J. T., J. Physiol. (Lond.), 1957, 138, 39P. 

* Mayer, J., Ann. N.Y. Acad. Sci., 1955, 63, 15. 

? Kennedy, G. C., Proc. roy. Soc., B., 1953, 140, 578. 

* Hervey, G. R., J. Physiol. (Lond.), 1957, 138, 15P. 
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In 1939 A. W. Hetherington and S. W. Ranson®* dis- 
covered that damage to the rat’s hypothalamus could 
cause obesity. This has since been confirmed in other 
species. It has been shown that the obesity is due to 
an increased food intake ; and the areas of the hypo- 
thalamus where lesions cause this effect have been 
accurately located.* It has been concluded that in 
these areas there are hypothalamic centres which 
normally regulate eating. Damage to more lateral 
areas in the hypothalamus abolishes eating. J. R. 
Brobeck, in a recent discussion,’ suggests that feeding is 
governed by the two pairs of areas, one inhibitory and 
the other facilitatory ; he believes a close parallel can 
be drawn with the control of respiration by inspiratory 
and expiratory centres. The activities of the feeding 
centres reach consciousness as satiety and appetite. 
Brobeck regards hunger as an emergency alarm, not part 
of the normal control system, and suggests it may have 
a parallel in air hunger. Similarly, it seems that thirst 
does not normally govern drinking.° 

If there are indeed centres in the hypothalamus which 
regulate eating, the question remains: What do they 
respond to? In other words, how is the hypothalamus 
informed of the need for food, or of the fact that the 
need has been met ? There are at least three theories 
in the field. Brobeck argues that a delicate sensitivity 
to the rise in temperature which follows absorption of 
food may be the most important factor. J. Mayer* 
champions the “glucostatic theory of appetite.” 
According to this, utilization of glucose from the blood 
provides the signal. G. C. Kennedy’ suggests that the 
level of fat in the body may affect the hypothalamus, 
possibly through the concentration of some circulating 
metabolite of fat. Mayer has now conceded this view 
a place alongside the glucostatic theory. All three views 
are supported by considerable evidence, and probably 
all of them will contribute to the final answer. Some 
recent experiments with rats in parabiosis* seem to con- 
firm that the hypothalamus does detect some change in 
the body after over-eating, and responds to it by inhibit- 
ing eating. More information about the nature of the 
change, or sequence of changes, will be awaited with 
interest. 


ACID-FAST BACILLI URINE 


Non-pathogenic mycobacteria such as Mycobacterium 
smegmatis (the smegma bacillus) cannot be distinguished 
with certainty by microscopy alone from true tubercle 
bacilli. It is true that the smegma bacillus has usually 
been stated to be acid- rather than alcohol-fast, whereas 
tubercle bacilli are both acid- and alcohol-fast, but for 
accurate identification both culture and animal inocula- 
tion may have to be used. C. H. Lack and his col- 
leagues’ now call attention to a micro-organism which 
seems likely to give the clinical pathologist yet another 
headache. They found in the urines of 45 patients in an 
orthopaedic hospital an acid-alcohol-fast bacillus which 


* Lack, C. H., Newman, B. J., Tanner, F. A., and Towers, A. G., J. clin. 
» Path., 1957, 10, 204. 
Wolinsky, E., Smith, M. M., Mitchell, R. S., and Steenken, W., Amer. Rev. 
8 Tuberc., 1957, 75. 180. 
Crow, H. E., King, C. T., Smith, C. F.,Corpe, R. F., and Stergus, I., ibid., 
1957, 75, 199. 
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seemed to be different from any of the normal sapro- 
phytic mycobacteria. The organism was resistant to 
most antituberculous drugs and could be taken for a 
drug-resistant tubercle bacillus, but it differed from 
isoniazid-resistant tubercle bacilli in being catalase- 
positive and yet non-pathogenic for guinea-pigs, and also 
in being able to grow at 22° C. on media containing 
glycerol. This organism was isolated from routine speci- 
mens of urine at intervals over a period of nearly two 
years. Media were examined for contamination at 
source, and washings were cultured from all materials 
and glassware used in transferring urine from the patient 
to the culture media. But all attempts to find the source 
of the organisms failed. 

The authors make no final judgment on the status of 
these organisms. Presumably they are non-pathogenic 
and more of a nuisance in the laboratory than in the 
patient. But it would be useful to know more about the 
clinical condition of patients in whom they were found. 
The only information given is that the urines of all 
patients with skeletal tuberculosis were examined at 
regular intervals, so presumably all these patients had 
tuberculosis. No information is given about searching 
for these organisms in urines from patients who did not 
have skeletal tuberculosis. There is also little informa- 
tion on the heat resistance of these organisms, apart from 
the fact that 29 out of 42 strains tested survived a tem- 
perature of 60° C. for four hours. It is conceivable that 
a small number of these organisms might survive sterili- 
zation processes if they were lurking in the washers of 
screw-capped bottles or in similar situations. Further 
work alone can clear up these points. 

There are many kinds of mycobacteria which in many 
respects resemble true tubercle bacilli, and which can 
be loosely grouped together as atypical acid-fast bacilli. 
It looks as though these are increasing in frequency. 
Part of this increase may be merely the result of their 
getting more attention as true tubercle bacilli are elimi- 
nated, but part of it may be real, and the organisms may 
indeed be very near relatives of tubercle bacilli or even 
mutants selected or induced by chemotherapy. Most of 
them show some degree of resistance to antituberculous 
drugs, but differ in some respects from typical drug- 
resistant tubercle bacilli. They seem to fall into several 
groups. some chromogenic, others not, and some are 
almost certainly pathogenic to man.'" '' The organisms 
described by Lack and his colleagues add yet another 
variety to this odd collection, and a good deal of work 
is needed to distinguish clearly between those that can 
cause disease and those that can safely be dismissed as 
contaminants. 


PULMONARY LESIONS NEWBORN 
INFANTS 


Impairment of respiratory function, associated with 
various abnormal conditions of the lungs, is one of the 
principal causes of neonatal morbidity and death. Of 
the various pulmonary lesions, hyaline membrane has 
received most attention, but several other conditions are 
equally important. In their study of causes of perinatal 
mortality, J. P. Bound, N. R. Butler, and W. G. Spector’ 
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grouped together under the term “pulmonary syn- 
drome” three of these lesions of the lungs—haemor- 
rhage, oedema, and hyaline membrane—on the ground 
that, as they all produce similar effects and often occur 
in combination, clinical differentiation between them is 
unprofitable. 

In spite of much investigation, the causes of most of 
these pulmonary conditions remain obscure. Recent 
work on hyaline membrane tends to discard the older 
theory of aspiration of the contents of the amniotic sac 
in favour of an endogenous origin from the blood or 
bronchial epithelium, but no general agreement has yet 
been reached. Intrapulmonary haemorrhage has been 
attributed to infection, to anoxia, and to hypoprothrom- 
binaemia, but no explanation fits every case. In a 
recent study of pulmonary lesions in the newborn, 
B. H. Landing® attempts by means of a statistical method 
to discover significant associations between nine con- 
ditions of the lungs, in the hope of throwing light on 
their causes. The conditions studied include the three 
mentioned above and six others—atelectasis, emphy- 
sema, interstitial emphysema, pneumonia, aspiration of 
umniotic fluid containing squames, and immaturity. The 
author claims to have found statistically significant 
associations between a number of these conditions. He 
is impressed by the frequency of pulmonary interstitial 
emphysema. This, when not caused by attempts at 
resuscitation, is due to conditions that interfere with the 
free passage of air within the lungs ; its association with 
hyaline membrane and immaturity is therefore expected. 
[he author suggests that some clinical effects that have 
been attributed to left heart failure may be due to con- 
striction of vessels by pulmonary interstitial emphysema. 

The significant association found between haemor- 
rhage and pneumonia recalls F. J. Browne’s* early work 
in which intrapulmonary haemorrhage was described as 
a type of pneumonia. Later work, however, indicates 
that such bleeding is usually not infective in origin, and 
A. R. Macgregor* concluded that, when the two are 
combined, pneumonia is a complication of haemorrhage 
more often than a cause. The absence of association 
between hyaline membrane and pneumonia accords with 
experience that infection plays no part in the production 
of the membrane and is only an occasional, and usually 
late, complication. No significant association was found 
between hyaline membrane and oedema, although recent 


work on hyaline membrane has suggested a causal 
relationship Another negative association — that 
between pneumonia and squames in the lungs—is con- 


trary to experience, but is probably accounted for by the 
omission from the study of cases in which the pneumonia 
was deemed to be of prenatal origin. Landing’s study 
is based on the histological examination of the lungs of 
125 babies who died within seven days of birth. It is 
not a large number from which to draw firm conclu- 
sions, and though the results are interesting they leave 
many questions unanswered 


‘ Bound, J. P., Butler, N. R., and Spector, W. G., Brit. med. J., 1956, 2, 


1191, 
* Landing, B. H., Pediatrics, 1957, 19, 217. 
Browne, F. J., Edinb. med. J., 1921, 27, 153 


* Macgregor, A. R., Arch. Dis. Childh., 1939, 14, 323. 
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LESS FORMALITY 

One of the strongest recommendations of the Royal 
Commission on the Law Relating to Mental Illness and 
Mental Deficiency! was that in so far as possible patients 
should be admitted to mental and mental deficiency 
hospitals in the same way as patients are admitted to 
other hospitals—that is, “on medical recommendation 
by agreement with the hospital medical staff.” The 
Commission saw “nothing in the present Mental 
Deficiency Acts to prevent informal admission to the 
present mental deficiency hospitals.” The Minister of 
Health has now agreed that this is possible under the 
present law, and consequently he has issued circulars? * 
to hospitals and local authorities recommending the 
admission of patients to mental deficiency hospitals 
and certified institutions without certification. He also 
asks hospitals “to review the patients at present detained 
in these hospitals and institutions with a view to termi- 
nating compulsory powers over those who might suit- 
ably remain on an informal basis.” This relaxation 
of formalities will apply only to mental defectives 
Patients who are at present admitted voluntarily to 
mental hospitals have to sign an application form: 
admission to such hospitals on a completely informal 
basis would not be possible without a change in the law, 

[he Minister's decision to allow the informal admis- 
sion of mental defectives to hospital will have the 
general approval of the medical profession, for the 
process of certification is often a distressing formality 
which gives parents the impression that their child is 
going to an institution more like a prison than a hospi- 
tal. Local authorities will still have the responsibility 
of “ ascertaining “ defectives and will normally continue 
to apply for the admission of patients to hospital. There 
will still sometimes be a need for the use of compulsory 
powers, whether for the protection of the patient or of 
the public, and in such cases the procedures of certifica- 
tion will be used as at present. Patients admitted to 
hospital without formality cannot be detained com- 
pulsorily, and difficulties will certainly arise when a 
patient or his relatives ask for discharge before his 
doctor considers him fit to leave. The steps which 
should then be taken are fully described in the Minister's 
circular to hospitals, but, if attempts to dissuade the 
patient from leaving the hospital fail, then he must be 
allowed to go. If, after leaving the hospital, the patient 
becomes “subject to be dealt with” under the Mental 
Deficiency Acts, it may be necessary for the local 
authority to present a petition for a judicial order for 
the patient's readmission to hospital. The number of 
cases in which difficulty may be expected should be 
comparatively small, for, as the report of the Royal 
Commission said, most of the patients at present cared 
for in mental deficiency hospitals are childlike and pre- 
pared to accept whatever arrangements are made for 
them. This welcome step taken by the Minister should 
help to put the word “ certified ” out of use as applied 


to mental! defectives. 


* Report of the Royal Commission on the Law Relating to Mental Illness 
and Mental Deficiency, 1957, H.M.S.O., London 
Circular H.M. (58), § 
* Circular No. 2 58 
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INTERNATIONAL CONTROL OF NARCOTICS 
FIVE-YEAR REVIEW 8Y OPIUM BOARD 


On March 2 the present Opium Board will have completed 
its five-year term of office. Its 1957 report,’ therefore, be- 
sides the customary annual statistics, also assesses progress 
in the world control of narcotics during these five years. 
The Permanent Central Opium Board, to give the Board its 
full title, is an eight-man body, whose president since 1953 
has been Sir Harry Greenfield, formerly chairman of the 
Indian Government's Central Board of Revenue. The Board 
reports to the Economic and Social Council of the United 
Nations. 


Heroin 


In 1956, states the Board, the world net licit production 
of heroin (diacetylmorphine) was the lowest ever recorded- 
39 kg. The total licit production was 60 kg.. the difference 
being due to the omission from the net figure of amounts 
converted direct!y to nalorphine, By 1956 there were only 
three countries still making heroin : the United Kingdom 
(37 kg.), Hungary (12 kg.), and Belgium (11 kg.):; the entire 
Hungarian production was converted to nalorphine, and a 
quarter of the U.K. production. World licit consumption 
at 92 kg. (excluding India. for which figures were noi avail- 
able in time) exceeded production, so that during 1956 world 
stocks of licit heroin ran down from 228 kg. to 167 kg. 
The main consumers ot heroin were the United Kingdom 
($8 kg.), Belgium (12 kg.), Canada and France (each 6 kg.), 
and Portugal (4 kg.) ; India, “a regular consumer,” used 
6 kg. in 1955. There was very little movement of licit 
heroin from country to country in 1956--1.1 kg. in all, ex- 
ported from Belgium and France. For comparison, the 
Table gives figures, taken from the report, tor world and 


World and United Kingdom Licit Manufaciure (Total), Consump- 
tion, and Export (by Manufacturing Country) of Heroin 
During the Years 1952 to 1956* 


Total Exported by 
Manufactured Manufacturing 
Year (kg.) 8. Country (kg.) 
World U.K World | U.K. World | U.K. 
1952 120 88 274 | 91 68st | 54 
1953 158 109 206F | 88 42 27 
1954 132 120 147% 70 29 26 
1955 139 119 147+ 79 1 1 
1956 60 37 92+ 58 


* Extracted from Tables VI, VII, and IX of the Opium Board's Report 
Incomplete figure 


U.K. manufacture, consumption, and export of licit heroin 
since 1951. To give further perspective. a diagram in the 
report shows the total world licit production of heroin 
as exceeding 1,300 kg. in 1932, 850 kg. in 1936, and 450 kg. 
in 1946. Commenting, the Board states: “The licit use 
of diacetylmorphine has shown a marked decline and is now 
very small, indicating that governments in general have 
followed the recommendations made by international bodies 
concerned with narcotic drugs, urging discontinuance of its 
medical use.” 

Illicit, Traffic 

The traffic in illicit heroin, however, remained heavy, states 
the Board. In 1956 the largest seizures were reported from 
North America (U.S.A. 20 kg., Canada 13 kg.), the Mediter- 
ranean basin (Italy 4 kg.), and Hong Kong (20 kg.). So 
far as other narcotics were concerned, the 1956 figures for 
confiscations allow the Board to conclude that the opium 
traffic was most active in the Far and Near East, and that 
the illicit traffic in morphine there was not decreasing. Illicit 
traffic in cannabis and its resin occurred in every continent, 
the largest confiscations being in Africa. By contrast, the 
"Permanent Central Opium Board: Repori to the Economic 


and Social Council on the Work of the Board in 1957, United 
Nations, Geneva. 1957 
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importance of cocaine in the illicit drug traffic declined 
“considerably,” while synthetic narcotics hardly figured 
at all. 


Retrospect and Prospect 

In its review of its five years of office, the Board notes 
a “distinct improvement” in the operation of the system 
of controls of narcotics. Statistics were fuller, more 
accurate, and more promptly rendered. A few govern- 
ments, however, were completely, or almost completely, 
uncooperative, Because the circumstances of production of 
the primary narcotic substances (opium and coca leaf) do 
not readily lend themselves to control by means of statistics. 
the system was still far from being fully effective. 

An outstanding event during the Board’s term of office 
“and indeed in the whole history of the opium problem ” 
was the decision by the Iran Government in 1955 to ban 
the production of opium. It was earnestly to be hoped 
that this creditable decision would not prove unduly diffi- 
cult to execute. The Government of India had resolutely 
pursued its policy, inaugurated in 1949, of progressively 
reducing the quasi-medical and non-medical consumption of 
opium, and was now almost within sight of achieving its 
goal of total suppression by 1959. 

Owing to lack of proper statistics, any estimate of world 
production and non-medical consumption of coca leaf was 
reduced to the level of a surmise, states the Board. The 
non-medical use of coca leaf was enormously greater than 
its medical and scientific use. The picture was even less 
complete regarding cannabis. though addiction to it was 
rife in every continent. The medical use of cannabis was 
by comparison negligible. On the other hand, information 
on “ manufactured” drugs was both accurate and compre- 
hensive. Synthetic narcotic drugs were becoming more 
numerous each year, but the majority had not gone beyond 
the experimental stage. “This phenomenon,” comments the 
Board, “ may be regarded as an aspect of the continuous 
research which is being made for an effective analgesic 
which will not produce addiction.” The steps necessary 
for placing such new drugs under control were being taken 
without undue delay. 

One of the effects of the controls introduced by the 1925 
and 1931 Conventions had been to reduce almost to vanish- 
ing point the possibility of addicts obtaining narcotic drugs 
from licit sources. It had thus become possible to draw 
a clear distinction between licit and illicit traffic in narcotic 
drugs, By means of the steady flow of returns it received, 
the Board could now piece together a fairly comprehensive 
picture of the licit production, trade, and consumption of 
narcotic drugs throughout the world. It was clear that the 
licit production of manufactured drugs was limited to 
medical and scientific requirements; and since, moreover, 
diversions from the licit to the illicit market were now in- 
significant, it was fair to say that to this extent the pur- 
poses of the Conventions of 1925 and 1931 had been broadly 
achieved. 


NEGLECTED OPPORTUNITIES 


When on January 14 Dr. W. MayerR-Gross gave his valedic- 
tory address, “* Psychiatry in an Industrial Community.” to 
the Psychiatric Section of the Birmingham Medical Institute 
on his retirement as Section president, he commented on 
some astonishing gaps in Birmingham’s psychiatric services. 
There was, for instance, no study, at the University or else- 
where, of industrial psychology. Although some years ago 
Russell Fraser showed in a study of 3,000 workers in 
Birmingham's light engineering trades that between 10 

and 30°, were suffering from neuroses or from physi- 
cal complaints with a large psychological component, yet 
little had been done to provide psychological treatment. 
Northfield Military Hospital (now Hollymoor Hospital) 
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was the birthplace of group therapy, yet, with the ending 
of the war, group therapy vanished from the Birmingham 
seene., 

It was disappointing that there were no studies of the 
incidence of mental disorder in this large industrial area, 
for inquiry was easy in time of full employment and pros- 
perity. It had been left to American sociologists to make a 
start in London on a study of the psychopaths of the 
Camberwell area. Birmingham had special problems such 
as those of the many foreign immigrants, but they were not 
being studied. Dr. Mayer-Gross described a survey he had 
made tm rural Scotland in a naturally defined area where the 
number of inhabitants had stayed constant throughout the 
present century. However, this constancy was illusory. 
There was an excess of births over deaths and 25", of those 
born had emigrated, leaving the less able behind, for the 
region showed a disproportionate amount of mental defi- 
ciency, epilepsy. and psychoses. Would a city like Birming- 
ham show the opposite ? 

Crime was largely an urban phenomenon, yet the psychi- 
atric sifting of criminals was neglected both in practice and 
in teaching. The problem of the chronic mental patient 
and he thought the number of long-stay cases would go up 
in the next two decades because of improved infant welfare 
and the greater expectation of life—also deserved more 
consideration. Mapperley Hospital at Nottingham was 
showing something of what could be done, in part by treat- 
ing its elderly patients separately—some by day hospital, some 
by short stays In a special acute unit for them—and by inten- 
sive domiciliary social work. The ecology of mental illness. 
and many social aspects of psychiatry, had been neglected 
in industrial Britain, not just in Birmingham. Dr. Mayer- 
Gross looked forward to 40 years hence, when he thought 
most of the deficiencies would have been remedied, 
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THE COMMON COLD: FACT AND FANCY 


[From SPECIAL CORRESPONDENT] 


A discussion on this topical subject was held by the Section 
of General Practice at the Royal Society of Medicine on 
January 15 

Dr. R. E. Hope Simpson (Cirencester) started from the facts 
that each winter there is a great upsurge of mild, acute, but 
unspecified respiratory disease in the population, loosely 
labelled as “the common cold,” and that there are prob- 
lems still unsolved relating to its causation, prevention, and 
control. When confronted with such a prevalent and wide- 
spread condition special techniques of research must be 
used and all preconceived ideas rejected. It was unsafe even 
to assume that colds are infectious. Van Loghem in 
Holland. for instance, in a study of some 8,000 volunteers 
n widely scattered areas, found that the appearance of colds 
was simultaneous each year and that their incidence in all 
the areas was identical. Simple case-to-case transmission 
could not explain that picture 


Incidence and Aetiology 


In Cirencester for the past five years 350 volunteers had 
been keeping “diary” records of morbidity from colds 
On an average each had had colds each year, with an 
annual morbidity of 70 days. It therefore, that 
ilmost one-fifth of our lives is spent coughing and sneez- 
ing. In these volunteers there were the expected seasonal 
variations with peaks in the winter and low incidence in 
the summer, from May till September. There was a close 
correlation of incidence with fall in temperature—-for 
each 1° F. (0.5° C.) fall in external temperature there 
rise in incidence of colds. There was also a close 
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correspondence between this incidence and the dryness of 
the air, as shown by the differences between the relative 
humidity indoors and outdoors. These findings were of 
some practical importance, and as an example it was found 
that in one cheese factory in Wales workers in a cold and 
humid room had half as many colds as did their colleagues 
in other parts of the factory. 

Dr. A. T. Ropven (Ministry of Health) stated that there 
was a need for some easily definable criteria in the assess- 
ment of common colds. At the Common Cold Research 
Unit at Harvard Hospital, Salisbury, five criteria were used 

the character and volume of the nasal discharge and the 
degree of nasal obstruction, cough, sore throat, and fever, 
Application of these criteria to many thousands of volun- 
teers had shown that there was a close correlation between 
the amount of nasal discharge and the other symptoms. 

Describing experiments in human volunteers, Dr. Roden 
said that infected material from known common-cold victims 
had been instilled pernasally in 198 subjects, while a 
control group of 209 subjects were given normal saline. 
Only one of the controls developed a cold, compared with 
73 of the 198 subjects inoculated with infected material. 
In these latter cases there was a close correlation between 
their symptom complexes and the objective clinical findings. 


Vaccines and Antibiotics in Prophylaxis 

Dr. J. M. Ritcnie (Birkenhead) spoke of his personal 
experiences in the prevention of colds with autogenous 
vaccines and by the use of local antibiotics. 

His original scepticism regarding vaccines had now 
changed to considerable respect. In 1955-6 he had carried 
out a trial in 184 volunteers. In 109, autogenous vaccine 
made from the subject's own salivary bacterial flora was 
administered, and in 75 controls saline was used. There 
were six times fewer winter colds in those treated with 
autogenous vaccine than in the controls. He explained the 
efficacy of the vaccine by the fact that it built up an 
immunity in the subject's respiratory tract to the normal 
commensal organisms which, in his view, caused secondary 
infection, following a preliminary invasion by the virus 
According to Dr. Ritchie, it was the bacterial infection that 
accounted for the symptoms of the common cold. 

He had since developed this theory and turned to local 
antibiotics for prophylaxis. Instead of building up the 
body's resistance, it was now possible to lower the virulence 
of the invading bacteria by the use of local tetracycline. At 
the first sign of a cold the victim sucked four tablets of 
tetracycline (60 mg.). He had tested out this method in a 
trial involving 919 volunteers: In 338 in whom _ blank 
(dummy) tablets were used the incidence of colds was 
25.7"... while in the 581 who sucked the tetracycline tablets 
the incidence of colds was only 3.8%, -a sevenfold differ- 
ence. He recommended the antibiotic method of prophy- 
laxis in situations such as factories, where the tablets could 
be obtained as soon as symptoms appeared, but it was more 
difficult to apply to general practice. 


“ Facts ” 

In the discussion that followed there were many accounts 
of personal experiences with colds, and speakers quoted 
“facts” such as the insusceptibility of the elderly to colds. 
the apparent freedom of explorers and others in isolated 
communities from colds, that colds were family illnesses, 
and that in some people they were influenced by prevailing 
moods and psychological make-up. Dr. Hore Simpson 
shattered many illusions, however, by referring to his own 
figures, which showed that the elderly were just as liable 
to colds, that sailors in isolated weather-ships had just 
as many colds on ship when not in contact with the out- 
side world as when on shore, and that in his experience 
colds were not entirely family illnesses which spread from 
one member to the next 
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Correspondence 


CORRESPONDENCE 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


Post-operative Position 

Sir, Personal experience of a recent cholecystectomy, 
coupled with recollections of an abdominal operation some 
years ago, has prompted some thoughts on a position in 
which patients might be nursed in the post-operative 
period after abdominal operations with, I think, more com- 
fort and reduction of complications. As a physician, I have 
not the opportunity to try it with patients, but possibly 
some surgeons may wish to do so. The suggested posi- 
tion for the patient to be nursed for parts of the first few 
post-operative days is in an arm-chair leaning well forward 


on a pillow on a low table (Fig. A). The arguments in 
favour of this position may be stated by contrasting it with 
the conventional position (Fig. B): 


(1) Reduction of Pain.—In position B there is stretching of the 
raw wound. In A the abdominal wall is relaxed and the wound 
unstretched ; I can testify that it is more comfortable. 


(2) Better Breathing.In B pain inhibits movement of the front 
of the chest and pressure of the body against the pillows impedes 
respiratory excursion of the back. In A the back of the chest, 
especially the great basal regions, can move easily. 


B 
pas 


(3) Easier Coughing.—Most patients have some cough after 
Operation. Trying to cough up a lump of mucus, against gravity, 
iM position B is very painful, and it may literally take hours 
before the requisite desperation is generated. In A the sputum 
would almost drop out 


(4) Easier Vomiting and Less Danger of Aspiration, 
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(5) Easier Passage of Wind.—Passing flatus in position B is 
difficult, whereas A is the natural lavatory position. 

(6) More Bottom Comfort and Less Bed Sores.—tin position B 
the patient is sitting on a small area and practically on his coccyx 
and lower sternum. In A the seat area is much larger and well 
padded, with no bony points near the surface. 

(7) More Leg Movement and Less Chance of Pulmonar) 
Embolism.—I\n position B the legs tend to lie inert; in A it is 
natural spontaneously to move the legs. 

(8) Effect on Morale.—A patient finding himself sitting in a 
chair soon after operation will think, or it can be suggested to 
him, “* There cannot be much wrong with me if they can get me 
out of bed.” 

The patient could change position from time to time by 
straightening up and leaning against pillows. He could sleep 
comfortably with his head on a second pillow on the low 
table on which he leans, or he can lean back and sleep. For 
position A an ordinary arm-chair would do. And for the 
support a table could be used with the legs cut down so that 
the table top is not more than 24 in. (61 cm.) above the 
ground. It should barely clear the thighs (most important). 
An elaboration would be to design a special chair with 
hinged arms and back so that these parts could flap outwards 
or backwards to permit the giving of intramuscular injections 
and examination or washing of the back. A seat could be 
devised in two layers—the top thin and with a circular hole 
in it, the lower made to slide out backwards, when a pan 
could be put under the chair and the patient would be, as it 
were, on a commode without having to shift him on to one. 

I am encouraged to put forward these ideas after discus- 
sions with some experienced surgical and nursing friends. | 
may say they are not the outcome of any undue suffering. 
The cholecystectomy was attended by minimal discomfort, 
but I believe that what there was would have been largely 
eliminated by position A. The advantages of position A 
would not be secured by leaning forward on a support while 
in bed. It is uncomfortable, almost impossible, to lean 
forward for long unless the knees are well bent to relax the 
posterior thigh muscles. Of course. many surgeons sit their 
patients up early after operation, but this is not the main 
point of the suggested position. The essential point is sitting 
bent very much forward. 

I am grateful to Miss E. W. Hewland for the drawings. 

am, ete., 


London. W.1 H. L. MARRIOTT. 


Resuscitation 

Sir. We have read with interest Dr. O. P. Llewellyn’s 
criticism of the “Stephenson Minuteman Resuscitator ” 
(Journal, January 4, p. 42). Having used this machine on a 
flaccid curarized patient who had not been intubated, we 
can assure Dr. Llewellyn that the effect was exactly the 
same as if a rebreathing bag had been used. While this 
machine cannot take the place of conventional methods in 
cases where the lungs are full of water or vomit, we do 
feel that it will be a great help in cases of respiratory arrest 
due to coal-gas poisoning, etc. It should be safe in the 
hands of well-instructed first-aiders, since the machine gives 
immediate and audible warning if the airway becomes 
obstructed.-We are, etc., 

H. D. ROBERTSON. 

Cheimsford, Essex A. M. C. JENNINGS. 

Sir, -Dr. O. P. Llewellyn (Journal, January 4, p. 42) has 
raised several interesting points. One of these is to express 
doubt whether intermittent positive-pressure ventilation of 
the lungs in flaccid patients is possible with an ordinary 
anaesthetic face mask. He fears that the stomach rather 
than the lungs will be inflated. On this point we can assure 
him: it is perfectly possible to inflate the lungs through a 
face mask. It is in fact common anaesthetic practice to 
ventilate paralysed patients in this way. In years of experi- 
ence with “controlled respiration,” without intubation, we 
have never met a case where the stomach inflated when 
pressures up to +15 cm. water were used. With peak pres- 
sures up to +20-25 cm. inflation occurs occasionally, when 
this is facilitated by the presence of a Ryle’s tube in the 
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oesophagus. This can be demonstrated, for example. during 
gastrectomy. In accident cases the likelihood is small, there- 
fore. that gastric rather than pulmonary inflation will occur 
with intermittent positive-pressure devices such as the 
“Stephenson Minuteman.” in which the maximum pressure 
does not rise above about +18 cm. water. 

The above remarks do not apply if the lungs are /ield 
inflated at the maximum pressure, or if laryngeal spasm is 
present. The former does not apply to the “ minuteman ™ ; 
pressure tracings we have taken show a very “ spiky ~ curve, 
with a sharp change in pressure when the peak is reached 
The latter complication is unlikely in the patients to whom 
Dr. Llewellyn refers. We should be interested to hear the 
views of those who have had actual practical experience 
with the Stephenson apparatus in emergency situations. We 


are, etc.. 
Carditt WILLIAM W. MUSHIN. 
Hillingdon H. J. V. Morton 


Busulphan Therapy 


Sik.—-The use of a toxic substance in routine therapy 
necessarily entails risk, and every possible safeguard must 
be employed. In your issue of December 21, 1957 (p. 1468), 
Drs. F. G. J. Hayhoe and D’Almero Kok reported two cases 
of medullary aplasia, fatal in one instance, resulting from 
the use of busulphan (“myleran”™) in the treatment of 
chronic granulocytic leukaemia They discussed dosage 
recommendations and precautions advocated by various 
workers, and it is good to see that their own preference is for 
the more cautious regimes. Some sentences, however, might 
be misinterpreted and could have the opposite effect from 
that intended. They say, “It would be unwise to continue 
giving busulphan, even in doses as low as 0.5 to 2 mg. daily. 
to any patient whose leucocyte count is below 8,000 pet 
c.mm. When the white-cell level is between 10,000 and 
20.000 per c.mm., and even more so if it is higher, benefit is 
likely to result from continued therapy. In general the aim 
should be to adjust dosage so that the count is kept between 
10,000 and 20,000 cells per c.mm it is unsafe to leave 

patient on treatment without blood examination for more 
than four weeks.” One might infer that to give busulphan if 
the leucocyte count exceeded 10.000 per c.mm. was always 
safe, but was never safe if the count was less than 8.000 
per c.mm 

Since 1950 my colieagues and I have used busulphan in 
treating 47 patients with chronic granulocytic leukaemia. 
and we believe that it is the rate at which the leucocyte 
count falls rather than any particular level that should 
determine the dosage of busulphan. Rates of fall are easy 
to estimate if the counts are charted on semilogarithmic 
paper, such as Drs. Havhoe and Kok used in their figures 
At a constant dose level. the leucocyte counts fall along 
straight lines on such paper and by extrapolation one can 
predict remarkably accurately when a particular level will 
be reached. It is common for the fall to continue afte: 
treatment with busulphan is stopped; with rapidly falling 
leucocyte counts, therefore, it may well be unsafe to con 
tinue treatment at say 40,000 per c.mm. if extrapolation 
shows that the count is likely to fall below 10,000 within 
two weeks. Both charts in Drs. Hayhoe and Kok’s paper 
est that administration of busulphan should have been 
stopped before the date at which the dose was actually 
reduced 

The steepness of the slope should influence not only the 
decision regarding dosaj ut also the frequency at which 
blood counts are perforn, J If the slope is horizontal at 

level of 8.000 per c.mm. and a maintenance dose of 2 mg 
daily is given it is reasonable to continve administration at 
this dosage and to repeat the blood count in four weeks, but 
it is Important not to issue a supply of tablets which would 
last bevond the next appointment Since we gave up 
doses greater than 4 mg. daily (more correctly 60 »g. per kg 
of body weight), the only case of aplasia in our series was 
in a patient who did not keep an appointment but had a 
supply of busulphan tablets which she continued to take 


CORRESPONDENCE BririsH 


Mepicat Journat 


tor a turther month, by which time the leucocyte count had 
fallen to its predicted level of 4,000 per ¢.mm. Doctors 
often have a distaste for charts or for anything mathe- 
matical, but they have come to rely extensively on tempera- 
ture charts and get irritated when presented instead with a 
Succession of figures from the report book. In the day-to- 
day management of leukaemia we have found charting in- 
dispensable and use a form in which leucocyte counts are 
charted on a semilogarithmic scale. This was specially 
designed several years ago by Dr. P. L. de V. Hart. Copies 
of this chart (Form 212) may be obtained from Messrs. H. J, 
Ryman and Co., Ltd.. 6, Great Portland Street, London, 
W.1.- 1 am, ete., 


London. S.W.3 D. A. G. 


Viruses in Treatment of Cancer 

Sik.-Reference your leading article on viruses in the 
treatment of cancer (Journal, December 21, 1957, p. 1481), 
and the reported improvement of some cases after treatment 
with rabies vaccine, ts it not more likely that any benefit 
received was not due to antibodies against the virus of 
rabies but to antibodies against tissue cells? For, of 
course, rabies vaccine is a mass of nerve cells and associated 
tissue. Have vaccines made of animal or human cells been 
tried for cancer am, ete.. 

Chalfont St. Giles, Bucks H. H. Kine. 


Surfeit of Medical Papers 


Sik.—Dr. F. O. Young's letter of, complaint about present- 
day medical literature (Journal, January 11, p. 100) raises 
matters of principle in postgraduate education. He writes 
about “current trash” and suggests that “it be acknow- 
ledged that medicine has now reached such a stage in its 
development that the careful application of current know- 
ledge to our patients’ needs is more important to the general 
body of the profession than is research.” 

I have some sympathy with Dr. Young's view, for T think 
I too can recognize the “current trash,” but can [ be sure 
what either or both of us think as trash is really rubbish ? 
As I see it, the main difficulty about medical literature ts 
that even the worst papers often have something of sub- 
stance in them. Also. there is the point of view of the 
doctor (alias research worker) who is trying very hard to 
vet at the truth ; he must write up his work, for until he gets 
down to the detail of words he cannot know what precisel\ 
he has found out, and until he has submitted his effort to 
public scrutiny he will not know what others think about it 
Research will go on whatever Dr. Young or anyone else 
says. for it is one of the three pillars of postgraduate educa- 
tion; the other two, in the clinical field at any rate, are 
teaching, which I like to define as arranging for good treat- 
ment in the future, and day-to-day care of patients, the 
importance of which Dr. Young rightly stresses. Rather 
than throw out the baby with the bath-water, let us keep it 
and nurture it, and so improve the quality of our medical 
literature ; we can insist on care at all stages of research 
Let us try to ask the right questions. collect our data 
accurately, analyse them intelligently, write them = up 
succinctly and modestly, making sure so far as we can thal 
we mean what we say and say what we mean, and finally 
let us not be put off by the discouraging remarks of others, 
remembering that many of the best ideas are sure to be 
ridiculed by someone. I am, ete., 

Sheffield 3 C. Scorr Russett 


Placentography in Management of Placenta Praevia 

Sir.—With reference to the article by Watson, Israelski. 
and Jordan on placentography in the management ol 
placenta praevia VJlournal, August 31, 1957, p. 490) and the 
subsequent letters by Mr. Wilfrid Mills and Dr. P. J. Olney 
(Journal, September 14, 1957, p. 641), we wish to state that 
in our opinion soft tissue placentography has the following 
drawbacks: (1) Up to four films may be necessary in diff 
cult cases, while the present trend in antenatal radiography 
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is towards reducing the exposure of both mother and foetus 
to radiation ; (2) the location of the placenta is dependent 
to a certain extent on the foetal presentation, as in placenta 
praevia its position is deduced by the displacement of the 
presenting parts. 

We have used the arterial route for placental location in 
almost 100 cases to date at King Edward VIII Hospital, 
Durban, and have found it has the following advantages: 
(1) In most cases only one film is necessary, though in cases 
of placenta praevia a second film is taken to assess the 
degree of placenta praevia present; (2) the location of the 
placenta is independent of the foetal presentation, and even 
an accessory lobe, if it has a circulation, will be demon- 
strated. It has been possible to exclude placenta praevia 
with precision and safety in all our cases of antepartum 
haemorrhage, and the accuracy of the method is unaffected 
by the prematurity. In our series there has been no ill effect 
on mother or foetus..-We are, etc., 

DONALD BRINK. 


Durban, S. Africa H. LODEMAN. 


Maternal Anaesthetic Deaths 


Six, -I think most anaesthetists would agree with Dr. 
A. H. Morley (Journal, December 28, 1957, p. 1543) that 
the continued use of the rigid lithotomy position in forceps 
delivery is the major basic factor responsible for maternal 
deaths from aspiration asphyxia, Nevertheless I think that 
such a position for delivery is compatible with almost per- 
fect safety, provided some simple precautions are taken and 
certain rules of procedure are rigidly adhered to. Dr. 
Morley has already clearly stated the most important of 
these rules—-namely, that induction of anaesthesia should 
always be completed before the patient is actually placed 
in the lithotomy position. 

Other important rules of procedure are embodied in the 
following suggested scheme for the conduct of anaesthesia: 


(1) The passage of a Ryle’s tube, or preferably a 7 mm. oeso- 
phageal tube, is attempted by a member of the nursing staff. 
If any difficulty is experienced, then the anaesthetist himself 
attempts to pass the tube. Although the use of such a tube 
must never be relied upon to ensure an empty stomach, never- 
theless the fact that occasionally large quantities of fluid are 
aspirated, which if left in the stomach must constitute a definite 
potential hazard, shows that the procedure is eminently worth 
while. Immediately prior to the induction of anaesthesia further 
aspiration of stomach contents is attempted and then the tube 
itself is removed. 

(2) Induction of anaesthesia is initiated by a very small dose 
of thiopentone—125 mg. (2.5 ml. of 5% solution). The use of 
a small dose of thiopentone ensures a quiet induction which quite 
definitely materially reduces the likelihood of vomiting during 
the induction period. Such a small dose of thiopentone does not 
cause any significant respiratory depression or depression of the 
cough reflex. 

(3) During induction the patient is kept in the supine position 
and a nurse constantly stands by, ready to turn the patient into 
the semi-prone position immediately the anaesthetist thinks that 
vomiting might be imminent. 

(4) A pharyngeal airway is settled in position before the patient 
is placed in the lithotomy position, as it is important to ensure 
that when the patient is actually in the lithotomy position there 
is no likelihood of respiratory obstruction (which would favour 
the regurgitation of fluid from the stomach). 

(S) The patient is placed in the lithotomy position only when 
adequately anaesthetized and when respirations are quiet and 
regular. 

(6) While the patient is in the lithotomy position the business 
end of a sucker (which is constantly turned on during the whole 
course of the operation) is at hand by the side of the patient's 
head. 

(7) The face mask is held by the anaesthetist’s hand and is 
never strapped in place. Great care is taken to ensure that the 
airway is kept clear, and any faltering of the breathing is im- 
mediately investigated by the anaesthetist, with sucker in hand. 

(8) While the patient is in the lithotomy position the anaes- 
thetist resists any possible overtures by the obstetrician that the 
Patient be kept in an excessively light plane of anaesthesia—100 
dead foetuses are preferable to one dead mother. (The practice 
of some anaesthetists of keeping the patient in such a light plane 


CORRESPONDENCE BRITISH 217 


MEDICAL JOURNAL 


of anaesthesia that even a pharyngeal airway cannot be inserted 
must be fraught with great danger.) 

(9) The plane of anaesthesia is not appreciably lightened, nor 
is the face mask removed, until the operation has been com- 
pletely terminated and the patient has been removed from the 
lithotomy position and placed in the semi-prone position. 

Should the above simple scheme be followed, it is difficult 
to see how the patient could be in any danger with respect 
of the inhalation of stomach contents. Certainly, consider- 
ing how often patients are subjected to easily avoidable 
dangers during the conduct of anaesthesia for forceps de- 
livery, it seems highly likely that deaths from aspiration 
asphyxia could be reduced to one-tenth, at least, of the 
present figure, and possibly completely eliminated—even 
without the abandonment of the lithotomy position. | 
would suggest that the three most common and most dan- 
gerous faults in technique are: the habit of inducing anaes- 
thesia with the patient in the lithotomy position ; keeping 
the patient in too light a plane of anaesthesia while she is 
in the lithotomy position ; and allowing the patient to begin 
to recover from the anaesthetic before she has been placed 
in the semi-prone position, 

Dr. Morley suggests that obstetricians should “ allow ~ 
the anaesthetist to induce the patient before that patient 
is placed in the lithotomy position. Surely an obstetrician 
can neither “allow” nor “ disallow” anything that is con- 
cerned with anaesthetic procedure.—I am, etc., 

Pontefract D. D. Davies. 


Dislocation of the Jaw 


Sirk,—Your correspondents Dr. M. S. Sanders (Journal, 
November 23, 1957, p. 1240) and Dr. D. A. G. Williams 
(Journal, December 14, 1957, p. 1435) remind me that, when 
a final-year medical student living at home in Belfast, I 
produced a forward dislocation of my jaw while yawning 
one morning. Fortunately my father happened to be in 
the house at the time. He had no medical knowledge, but 
I was able, in spite of some pain and very imperfect diction. 
to convey to him how to reduce the dislocation by means 
of a practical demonstration on his own mandible. The 
condition has not recurred, but often, especially in public, 
the thought of the possible censequences of opening my 
mouth too wide has filled me with some trepidation and 
caused me to be possibly unduly reticent.—I am, etc., 


Enniskillen BRIAN O. Moore. 


Dangers of Artificial Respiration 


Sir.I feel impelled to answer the letter of Dr. R. J. 
Maule Horne (Journal, December 21, 1957, p. 1488) on the 
above subject. For many years I have advocated the use 
of Schafer’s method of artificial respiration and have used it 
myself on two occasions. One was when on an early morn- 
ing bathe IT saw a man just pulled out of the sea and not 
breathing, with a man feebly attempting Schafer’s method 
of artificial respiration. On observing his efforts were hav- 
ing no effect I asked him why he was not pressing harder. 
to be told he was afraid of breaking a rib. I replied, “ Well. 
let's see if I break one or two,” and proceeded to get the 
man breathing without fracture. The second occasion was 
with a very fat woman whose intercostal muscles had become 
paralysed with poliomyelitis. I had to do artificial respira- 
tion all the way from Guildford to Alton in an ambulance. 
My exertions to make any impression at all on that fat 
woman’s heavily coated ribs were so strenuous that I 
vomited the whole of my supper. 

I mention these two cases to illustrate the great pressure 
needed to make respiration possible. Now, with the Holger 
Nielsen method at present being successfully taught to the 
Red Cross, in my experience the pressure has not to be great 
at all to ensure respiration, nor has great strength to be 
used by the operator. It may well be that in the case 
Dr. Maule Horne mentions excessive pressure was used, but 
I maintain that with the new method expiration and inspira- 
tion can be easily obtained without great pressure. The 
patient himself will tell you when your method of artificial 
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respiration really causes the air to go in and out (I refer, 
of course, to the make-believe patient used in exercises). It is 
astonishing how little pressure will achieve the desired result 
without injury to the patient or great exertion by the 
operator with the Holger Nielsen method. I therefore advise 
it every time, and we in Surrey have quite a number of 
instructors qualified to teach the method.—I am, etc., 
Guildford, Surrey F. A. BELAM. 


Action of Senna 


Sir, 1 would like to make two comments on the interest- 
ing medical memorandum by Drs. A. H. Douthwaite and 
R. Goulding on the action of senna Journal, December 14, 
1957, p. 1414). Firstly, they state that, “search as we may 
in the literature, we can find no enlightenment on the funda- 
mental mode of action of the so-called irritant purgatives.” 
At least two papers have been published on this topic. 
These papers indicate that the senna glycosides pass un 
changed into the large intestine via the blood stream or the 
small intestine. In the large intestine they are hydrolysed 
(and presumably oxidized) to free anthraquinones ; the latter 
then act on the Auerbach plexuses to produce peristalsis 
While it is obvious that more work must be done to eluci- 
date the fundamental mode of action of the free anthra- 
quinones on the intestinal muscle. it would seem that the 
two papers referred to give some justification for the claim 
that senna products stimulate bowel peristalsis by the same 
neuromuscular mechanism that operates in the normal reflex 
of defaecation. Secondly, | was very interested in the fact 
that repeated doses of 180 mg. and 360 mg. of * senokot ” 
produced no visible irritation of the mouse colon. This 
confirms my own experience over several years. I have 
given doses of 180 mg. of senokot (or a corresponding 
amount of senna pod or senna leaf) to the same mice each 
week for nine months without any obvious ill effect on the 
mice. They appear healthy, increase in weight in a normal 
fashion, and show no sign of tolerance to the drug.—l 
am, etc., 


London, W.C.1 1. W 
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Straub, W., and Triend!. 4irch exp. Path. Pharmak pes. 
Okada, T Tohoku J. exp. Med 1940, 38, 33 


Spontaneous Ulnar Nerve Paresis 


Sik.—In a paper presented to the autumn meeting of the 
British Orthopaedic Association in October | drew attention 
to a new conception of ulnar neuritis based on certain un- 
recorded anatomical details. I believe these observations 
may explain the cases of apparent “ spontaneous ulnar nerve 
paresis ~ described by Mr. J. A. Carr (Journal, December 14, 
1957, p. 1415). The ulnar nerve at the distal end of the 
post-condylar groove passes into the forearm beneath a ten- 
dinous arch bridging the two heads of the flexor carpi ulnaris 
muscle. This fibrous or aponeurotic arch is fixed above to 
the medial epicondyle, and below to the olecranon. The 
effect of flexion of the elbow is to separate these attachments 
and thus to tighten the band across the superficial surface 
of the ulnar nerve 

In certain cases, even in an apparently normal elbow, the 
capacity of the tunnel created by the band superficially and 
the joint beneath reaches a critical volume with flexion of 
the elbow, causing compression of the ulnar nerve, which. 
if prolonged, results in ulnar paresis. Any of the recognized 
predisposing factors—e.g., osteoarthritis, old fractures with 
deformity, cubitus valgus, ete.—will cause thickening and 
enlargement of the floor of the tunnel. which displaces the 
nerve against the tight band superficially, and compression 
of the nerve will be even more likely. I have demonstrated 
the existence of this mechanism in several cases of so-called 
idiopathic ulnar neuritis in which the elbow-joint is both 
clinically and radiologically apparently normal, and I believe 
1 Similar cause is responsible for the cases described by Mr. 


Carr. The sparing of flexor carpi ulnaris in his Case | ts 


characteristic of most compression lesions of the ulnar nerve 
at the elbow level 
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The opportunity to straighten the elbow and thus slacken 
the compressing band probably occurs less frequently while 
in bed than during normal activity, particularly during a 
period of acute illness. Spontaneous paresis, 1 believe, 
occurs only in those individuals in whom the capacity of 
the tunnel in flexion is critical. It seems likely that direct 
pressure may be a contributory cause either by aggravating 
the compression or by causing oedema of the nerve. Sick 
patients commonly adjust their position in bed by digging 
the flexed elbows into the mattress, and may sleep with one 
elbow beneath them in this position. If sedated they may 
avoid adjusting their arm to a more comfortable position and 
will be unlikely to report minor subjective features of the 
condition. The two positions in bed described by Mr. Carr 
as likely to produce aitacks—-i.e., lateral or semiprone with 
the under-arm affected, and supine with the arm above the 
head on the pillow—are both postures in which the elbow 
is held continually flexed. The “ uncomfortable ” position 
is one of flexion, and relief is obtained by straightening the 
elbow, which releases the compressing effect of the band on 
the nerve. I have seen two similar cases of spontaneous 
paresis of the ulnar nerve both of which were incomplete 
and recovered within a few months. It would appear that 
recovery is assured once the precipitating factors of recum- 
bency and sedation are discontinued. Transposition of the 
ulnar nerve should never be necessary, but. if recovery 
appeared to be delayed beyond a reasonable time. the minor 
operation which | have suggested of simple division of the 
constricting band should be effective in restoring conduction, 

I am, ete.. 


Liverpool. GEOFFREY OSBORNE. 


Casualty Department Attendance 


Sir. -With great interest I read Dr. P. Mestitz’s article 
(Journal, November 9, 1957, p. 1108). T was always curious 
to find out who are the people who attend the casualty 
department. The cases can be roughly grouped as follows 
(1) Injuries which cannot be managed by the general prac 
titioners, such as head injuries, fractures, dislocations, in- 
juries requiring suturing, burns, etc. ; (2) acute medical con 
ditions, such as * collapse,” “ faints,” bleeding episodes trom 
various sites, poisoning, etc. ; (3) foreign bodies in ears, eves, 
throat, nose, and under the skin; and (4) a “no organic 
cause found™ group, as mentioned by Dr. Mestitz in his 
article. One wonders why the people in this last group go 
to hospital. From my limited experience here and in India, 
I put forward the following explanations : (1) Some are 
sent by their practitioners to get rid of them from their 
busy surgeries: many are, however, never examined by 
them ; (2) some are sent for check-up radiographs for in- 
significant minor injuries, or simply to satisfy themselves: 
(3) with others, relatives are Over-anxious or require fe- 
assurance ; (4) some are neurotic introverts who wander 
from place to place in search of their non-existing organic 
troubles: some of them can now be labelled as Munch- 
ausen’s syndrome 

I entirely agree with Dr. John C. Pollard (Journal, Decem- 
ber 21, p. 1489) that casualty officers will have more time 
for attending worthy acute emergencies if these “ no organic 
cause found” cases are properly dealt with by their family 
physicians or if a co-ordinated therapeutic attempt were 
made outside the casualt, department.--I am, etc., 

S. S. JHAVERL 


Accrington, Lanes 


Sensational Press Reporis 


Sir. A medical correspondent describes his experience of 
press publicity in an article entitled “A Skin Ga ne" 
(Journal, December 21, 1957, p. 1487). In 1921 the British 
Medical Journal included a modest paper.’ a column and 4 
half in length, in which I discussed the intracardiac injection 
of adrenaline, a new procedure, and described three cases. 
Briefly, they were as follows: Case /.—-Accidental electrocu- 
tion. No result. Case /1.—A child of 11 months, whose heart 
had stopped under full chloroform anaesthesia, and who 
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appeared to be quite lifeless. There was no response to 
heart massage, which was easy in a flaccid infant. Adrenaline 
was injected into the heart and it immediately started beat- 
ing. Convalescence was uneventful. Case I/1.—A caution. 
A woman had just had a needle passed in search of an 
empyema. Suddenly she became limp and pale and dropped 
back apparently dead. No sign of heart activity was ob- 
served. Preparation was hurriedly made to inject adrenaline ; 
the needle was poised over the heart, when it started beating 
unaided, strongly though slowly. The provisional diagnosis 
of sudden death from vagal inhibition was revised to Stokes 
Adams attack. This was later confirmed by polygraph 
tracings (the electrocardiograph was not then available) and 
repeated attacks. 

I remarked, “ Case Il suggests that injection of adrenaline 
into the heart muscle may restart it when other means fail.” 
Further investigation was suggested. 

On the evening of publication I received a long-distance 
call. I could hardly hear the speaker. At first, hope ex- 
ceeding reason, I thought that it might be a patient trying 
to make an appointment, but after some half-distinguishable 
talk at cross purposes, I asked suspiciously, “ Are you talk- 
ing about resuscitation? Are you a journalist?” “ Yes. 
This is an interview.” T said, “I decline absolutely to be 
interviewed. | refuse permission for you to publish anything 
about my article or me.” “ Oh,” said the voice, rendered 
clearer by asperity and impudence, “It’s out of your hands. 
You may as well tell us some things you would like said, 
otherwise and anyhow we shall please ourselves.” “I refuse. 
Discussion in the lay press would be deplorable. I earnestly 
hope that you will make no mention at all of the matter.” 
He cut off a second before I did. 

In the next two or three days, in several of the less sober 
newspapers, there were sensational articles under large head- 
lines, such as “* Doctor's Amazing Experiments,” “ The Dead 
Restored to Life.” “The Dead Recalled by Novel Drug,” 
“Special Interview” (with my name). The next evening 
aman arrived with a large camera and accessories to take 
my photograph. I refused. He accepted the second refusal. 
A couple of days later another journalist came and asked “ if 
the time was ripe for constructing a chain of institutes at 
easily accessible points over the country for restoring the 
dead to life.” If so, his paper would—probably——start a 
campaign to boom and boost the scheme with all the power 
of the press. / might be made Director of the Institutes. I 
thought the time was not ripe. He obviously considered me 
culpably lacking in dash and enterprise. I guessed that he 
intended to take further advice. He consulted an “ eminent 
Harley Street specialist,” and His Eminence pronounced 
that the Time was not Ripe. In fact he tactfully tried to 
deflate the boom without actually discrediting me. 

The editors of two leading local newspapers very kindly 
agreed to make no direct reference to my article in the 
British Medical Journal, but printed notes which deplored 
sensational and misleading quotation from articles, in 
specialized journals, intended only for well-informed and 
keenly critical readers. The next week the British Medical 
Journal printed a disclaimer from me.’ In succeeding 
months | gathered in various ways that the sensational 
articles had been quoted—or misquoted—in many news- 
papers in Europe, India, Australia, South Africa, and the 
New World. 

Some business men thought that, with innocence and pro- 
priety, | had received a glorious advertisement. I do not 
know that it brought one patient. It may have deterred 
some. My hospital patients, too numerous, showed no 
increase; nor did my private patients, too few. I re- 
ceived three letters in direct relation. One from a woman 
in California, She had heard of my recalling the dead ; a 
former fellow student had married a doctor of my name, did 
I know her present situation? (Living; with me.) <A 
pathetic letter came from a woman a couple of hundred 
miles away. Her husband’s case was considered hopeless : 
could I do anything ? There was a touching absence of any 
inducement, beyond her distress. A third letter came from a 
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well-known writer of adventure stories who thought he was 
rather less vigorous than he should be at his age. He was 
willing for me to graft in him the “gland” of a young 
elephant. He specified a young elephant because the 
“elephant is a clean-living animal.” 1 was to provide the 
young elephant, and bear the incidental expenses, in return 
for the interest of the case. At that time young elephants 
were far beyond the means of young physicians. 1 wrote 
regretting this, but faintly suggested that I might do some 
interesting experiment on him without involving the more 
expensive animal. But there was no reply. 

Within three weeks, for the lay press, the subject was dead 

dead beyond hope of resuscitation. I formed the opinion 
that people read the sensational papers for amusement, not 
information.—I am, etc., 

Edgbaston, Birmingham. 5. CRANSTON WALKER. 
REFERENCES 
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Psychopathic Personality 

Sir.—There is at the present time much truth in the wit- 
ticism with which Curran and Mallinson’ preface their article 
on psychopathic personality: “I can’t define an elephant ; 
but | know one when I see one.” In so far as most authori- 
ties agree that the concept of psychopathy is valuable, it 
behoves psychiatry and psychology to find some terms or 
frame of reference that not only allows of a better recogni- 
tion but also a means of defining more clearly this psychia- 
tric nosological pachyderm. 

An approach to this problem that has not as yet been 
canvassed in your columns is the consideration and investiga- 
tion of this group of persons by objective techniques. Pro- 
fessor Eysenck* has proposed a number of personality dimen- 
sions that are worthy of further research as to their value 
as such a frame of reference. If, for the moment, it is 
accepted that the psychopath is not a mental defective and 
not psychotic, then the two dimensions that are applicable 
to this problem are “extraversion-introversion™ and 
* neuroticism-normality.”. Eysenck and his colleagues have 
produced evidence that the psychopath can be dimensionally 
represented as an extraverted neurotic, whilst some unpub- 
lished work of my own suggests this group are better con- 
sidered as extraverted and essentially non-neurotic. The 
difference in the two results is related to a number of 
methodological problems and was in fact predicted by 
Eysenck (personal communication). Leaving aside all prob- 
lems to do with neuroticism, it is of interest that in both 
series the results demonstrate that the psychopath is extra- 
verted as compared with the general population. 

This finding is of interest for two main reasons. The 
first is that Franks* has shown that extraverts differ signifi- 
cantly from introverts in that they acquire conditioned re- 
sponses by means of classical Pavlovian conditioning with 
difficulty, and extinguish them with ease. If now one turns 
to Eysenck’ and reads, “ The process of socialization, i.e.. 
the acquisition by the individual of a certain set of standards 
of conduct and behaviour prescribed by society (in different 
terminology, the acquisition of a conscience or a super ego). 
is considered to be mediated by a process of conditioning,” 
it is apparent that it can be argued that the psychopath is a 
person who has not adequately conditioned to the mores of 
his particular society. The second reason for interest is that, 
rather than considering psychopathy a disease or a true 
illness as does, for instance, Henderson,’ this framework 
allows that the condition can be considered in much the 
same way as is intelligence: a state (or variable) that can 
be represented on a continuum. This, it is submitted, is in 
agreement with clinical findings. In so far as there is evi- 
dence® that the extraversion-introversion factor is influenced 
by the laws of inheritance, it is not unreasonable to postulate 
that the distribution of this factor is likely to be regulated 
by multifactorial genetic influences. Finally, the gross, 
unequivocal psychopath may again be simply one extreme 
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end of a normal distribution curve or be caused by more 
specific genetic factors (again similar to the position with 
regard to intelligence) or by some gross organic lesion. If 
the above hypotheses be accepted as a basis for further re- 
search it is felt that the problem of the psychopath can be 
considerably clarified. and it may be that the words of 
Neustatter’ will be found to be somewhat prophetic: “ The 
difference in pathology of the psychopathies is probably one 
of degree, from neuropathies following disease or injury, via 
physiological abnormalities, sufficiently marked to be re- 
vealed by the F.E.G., to the slighter constitutional neuronic 
defects, which at present cannot be detected by physical 
methods.”——-I am, etc.. 
Loadoa. S.W.1 A. A. BARTHOLOMEW. 
REFERENCES 
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Oral Therapy for Diabetics with Tuberculosis 


Sir,—Although most physicians seem to have approached 
the introduction of carbutanide and to!butamide in the 
management of diabetes with justifiable caution and com- 
mendable restraint, we find it virtually impossible to resist 
the insistent demand for the “new tablets” from diabetics 
of all types. In a recent assessment of tolbutamide therapy 
in 220 diabetics’ we have therefore included 34 diabetics 
with active pulmonary tuberculosis. It was found that 20 
of these cases were well controlled on tolbutamide therapy 
and in another 6 the control was fair. The remaining 8 
patients were poorly controlled on tolbutamide and were 
eventually treated with insulin, as were 2 others in whom 
previous insulin therapy had been shown to be more effec- 
tive than tolbutamide. In 27 of these tuberculous diabetics 
who had previously been treated with insulin it was found 
that their control on tolbutamide was at least as good in 
20 patients and was actually better in 7 cases. 

We now have well over 300 diabetics on tolbutamide 
therapy, and apart from severe ketosis have not been able 
to establish any definite initial contraindications for this 
treatment. Nor does there seem to be any evidence that 
these patients are developing more than the usual number 
of diabetic complications. We find that the proportion of 
successes is slightly less in diabetics with active infections, 
ketosis, or high insulin requirements, but even when all these 
complications coexist some diabetics still do as well or even 
better on tolbutamide as on insulin therapy. Being unable 
to foretell which will be the better treatment in any parti- 
cular diabetic, we therefore feel that it is justified, and indeed 
indicated, to give any diabetic who is not severely ketotic a 
trial on this simpler, painless, and less inconvenient treat- 
ment.—We are, etc.. 

RONALD WELLS 

Singapore TaN Bock Yam. 

Rererenct 
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Early Separation of Handicapped Children from 
Parents 


Sir.—Dr. J. E. G. Vincenzi in his letter (Journal, Novem- 
ber 30, 1957, p. 1304) has referred to the serious ill effects on 
emotional development which might be caused by the early 
separation of handicapped children from their parents. It 
is widely held that, in general, family life is the best environ- 
ment for developing a stable personality, and, further, that 
the intimate parent-child relationship should not be dis- 
turbed unnecessarily. It is probably unwise that the deci- 
sion to separate a child from its parents should be made on 
the recommendation of someone who is concerned largely 
with the treatment of one defective faculty—e.g., sight or 


hearing. One would expect that at least the opinion of the 


family doctor might also be sought 
Nowadays, with children handicapped by deafness the 
emphasis is more than ever on early diagnosis and treatment 
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In general, this treatment in the very early years can be 
carried out at home by the parents, with the guidance of 
qualified teachers of the deaf. In my view it is generally 
wrong to send an infant or very young child to a residential 
school for the deaf. Dr. Vincenzi refers to statutory powers 
for removing handicapped children from their parents, but, 
to the best of my knowledge, there is no compulsion on 
parents to send their deaf children to any type of school 
until the age of 5, the usual age for commencing formal 
education. Professor A. W. G. Ewing’ states that. in general, 
parents are the best teachers of their own children of pre- 
school age. | believe that instruction in the familiar sur- 
roundings of their own homes by peripatetic teachers of the 
deaf would be invaluable to these very young deaf children 
and their parents, and would be psychologically sound. In 
this way parents can provide individual tuition, which 
cannot be obtained in our schools under so-called full-time 
instruction, where the deaf child is one of a class and the 
time spent on each pupil must necessarily be limited. 
Modern hearing-aids have altered fundamentally the 
approach to the treatment of young deaf children. Recent 
modifications of these instruments have further improved 
the outlook. Our methods of treatment must therefore be 
under constant review. We must not hesitate to discard 
methods which may have been used with some success in the 


past, if better results can be obtained by some newer 
approach.--I am, ete., 
Glasgow J. MorGan., 
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Anxious Patient and Worried Doctor 


Sir, In his letter Dr. Neville Davis Journal, January 4. 
p. 40) draws attention once more to the importance of 
listening generously to what the anxious patient has to say: 
he also, however, points out that listening of itself is seldom 
enough unless the doctor can achieve some insight into what 
the patient is trying to express and uses this insight in 
deciding how to treat him. Dr. Davis pays tribute to the 
help he has received from Mr. Eugene Heimler, a psychiatric 
social worker. and from the seminars at the Tavistock Clinic, 
but remains worried because insight into emotional difficul- 
ties takes time to acquire and time to put into practice if the 
patient is to benefit 

It can be argued that, in the long run, a series of half-hour 
interviews with a patient may be more economical of the doctor's 
time and more beneficial to the patient than months or years ot 
surgery attendance, accompanied by indiscriminate reassurance 
and administration of placebos, or, in other cases, long-drawn- 
out investigations which, in the end, produce little of value either 
to doctor or patient. However, it is also justifiable to claim that 
in the present state of general practice, the docior certainly has 
not time to deal as adequately as he would wish with all the 
emotional difficulties he meets in his practice. In addition to this 
many general practitioners may honestly feel that, even if train- 
ing were readily available. they have not the aptitude to acquire 
the specialized skill required to give even limited psychothera- 
peutic aid to their patients although they may genuinely wish 
to help them. Does this mean that for many anxious patients 
there is no source of aid ? Not necessarily so. 

Social workers also recognize the need to listen with it 
sight, and. indeed, at present they receive more help in doing 
so during their training than medical students do in theirs 
Not all, but many, troubled patients can tolerate a referral 
to a social worker for the purpose of sorting out their diff- 
culties, provided they are first assured that the doctor him 
self has taken their troubles seriously and is not rejecting 
them but is introducing the social worker as a helpful col 
league, supplementing and not supplanting the aid he wishes 
to offer the patient. 

In this group practice of four general practitioners and 
approximately 12,000 patients it has been possible for the 
social worker to carry out long-term work with individual 
patients and families alongside the care given by the doctol, 
and thus to undertake in these cases the time-consuming pat 
of the treatment. This, as far as we can judge, has seldom 
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interfered with the relationship between the doctor and his 
patient ; where we suspect this may be happening the social 
worker is ready to withdraw. As doctors and social workers 
gradually increase their awareness of the emotional factors 
associated with illness and develop appreciation of the skills 
needed to deal with them, a closer working relationship 
between the two professions may be one answer to the 
frustration expressed by Dr. Davis.- -I am, etc., 

MADGE DoNGray, 


Socia! Worker 
Darbishire House Health Centre. 


Manchester 


Aldosterone Excretion in Pregnancy 


Sir, Dr. M. G. Rinsler and Miss Barbara Rigby (Journal, 
December 14, 1957, p. 1436) have the impression that I 
believe the aldosterone was diluted in an increased extra- 
cellular fluid (E.C.F.), whereas I meant to state that the 
large amounts of aldosterone hoarded in the adrenals until 
the beginning of some allergic reaction are suddenly 
released into the circulation and that much aldosterone 
passes through the walls of the capillaries, actively drawing 
sodium ions and serum out of the circulation into the 
E.C.F.; and that the E.C.F, will increase as more and more 
aldosterone passes into the E.C.F. Haemoconcentration is 
the result of this, and it may very well happen that so much 
aldosterone leaves the circulation that ultimately only a 
small amount will be offered to the kidneys for excretion. 
The fall in urinary output of aldosterone is not caused by 
the rise in E.C.F., as Mr. J. Sophian (Journal, December 14, 
p. 1436) suggests, but the rise in E.C.F. is caused by 
the passing of so much aldosterone into the tissues in cases 
of severe toxaemia of pregnancy that only a small amount 
is available for excretion through the kidneys. -I am, ete., 


Amsierdam. R. SCHUURMANsS. 
Amnion Implantation in Peripheral Vascular Disease 


Sir,—I have implanted * home-made” amnion into the 
lees of four patients with arterial obstruction. Three of the 
patients were male and one female, and the disease could be 
classed as stage 2. The results, like those of Mr. H. Dendy 
Moore (Journal, December 7, 1957, p. 1350), were unsatis- 
factory ; in fact, no benefit at all appeared to be derived from 
the amnion implant. My series is a small one, but the results 
were so disappointing that I have reluctantly abandoned the 
operation.—-I am, ete., 


Doncaster. Davip AIKEN. 


Treatment of Leg Ulcers 


Sir, have followed the correspondence on ulcerated legs 
with interest and profit. In supporting Mr. Harold Dodd's 
excellent summary (Journal, December 21, 1957. p. 1492) of 
the modern approach to this problem, I would like to make 
a few personal observations. As Mr. Dodd says, the most 
important aspect of the management of these cases is the 
tendency to recurrence. Pressure bandaging is of undoubted 
value, but, in my view, this is too mechanistic an approach. 
Why do the majority of relapses occur at home and not in 
hospital ? Surely because in hospital the patient has that 
rest to mind and body which for the most part she (for the 
patient is usually a woman) cannot have at home, and that 
attention to hygienic principles which again she tends to 
neglect. It is true that leg ulcers afflict all classes of 
society, but it is the under-privileged who suffer most— 
elderly pensioners, widows, middle-aged working women. 
mothers with large families, and the like. It is a fact, too, 
that the limited degree of insight and intelligence of these 
patients and their relatives is an added factor, although it 
is also fair to say that such insight is often dimmed by the 
enforced difficulties of the domestic state. The doctor, 
therefore, whether in hospital or surgery. is often compelled 
against his better judgment to return these patients to the 
very conditions which contributed to ulceration in the first 
Place. In posing the social aspect of these cases I am aware 
that there seems little to be done in mitigation of them at 
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present. Bearing them in mind, however, must surely help 
us in assessing the results, however good, of purely 


mechanical measures.—I am, etc., 


Romford, Essex. I. M. Lipracu. 


Sir,—With reference to Mr. A. Dickson Wright’s interest- 
ing letter (Journal, November 9, 1957, p. 1111), I would like 
to mention a most pleasing success I have had recently in a 
chronic leg ulcer of 15 years’ duration by using the principle 
of sustained pressure. 

A 42-year-old farmer was seen four weeks ago with a chronic 
ulcer on his right leg (42 in.—105 cm.) for which he had 
taken various treatments at much expense and had eventually 
taken to self-treatment with indigenous dressings. Surprisingly 
he had never before been suggested the simple treatment so well 
emphasized by Mr. Dickson Wright. With ordinary crépe 
bandage (elastic and non-adhesive) applied over many pieces of 
sterilized lint and chlortetracycline oiniment, the ulcer healed 
completely in four weeks’ time. The patient’s gratitude was in- 
describable, for he had given up all hopes of cure. 

I have previously treated half a dozen other cases of leg 
ulcers with elastic bandage, and I really don’t think there is 
any advantage in choosing the adhesive type: the simple 
3-in. (7.5-cm.)-wide crépe bandage is just as good and very 
much easier to apply. I hope Drs. Keith Ball and David 
Phear’s excellent article (Journal, October 12, p. 861) and 
the ensuing correspondence on the treatment of leg ulcers 
will make the importance of sustained pressure more widely 
known and more carefully practised.--I am, ete., 

Bhusaval, India S. L. MALHOTRA. 


Sir. —-Mr. Harold Dodd's letter (Journal, December 21, 
1957, p. 1492) is full of wisdom and help in this intriguing 
question of ulcerated legs. Since Trendelenburg, the 
severance of deep venous communications has been the 
object of surgical treatment, and most of them have been 
run to earth now. The stripping out of veins was initiated 
by Mayo’ and Babcock.” and injections by  Linser, 
Génévrier,’ and Sicard, Paraf, and Lermoyez.’ The plaster- 
ing of ulcers was even further back than the three hundred 
years mentioned by Mr. Dodd. Shakespeare® in 1611 gave 
his views: 

. . You rub the sore, 

When you should bring the plaster. 
Sebastian: Very well. 

Antonio: And most chirurgeonly. 


Gonzalo: 


showing that he was opposed to the physiotherapist. the 
nurse, and the patient in the management of the ulcer. 

When | first grew interested in ulcerated legs 30 years 
ago, there was great neglect of the sufferers, although the 
value of occlusion and compression was known. It was like 
unto the way to salvation: many knew it but so few got 
saved. Now I fear that we backslide again, leaving the 
sufferers to various ancillaries and fox the question by bring- 
ing in sympathectomies and local dressings and salves. The 
condition clearly is due to a circulatory imbalance often 
episodal in character, as witness the long periods of cure 
which occur after bandaging without curative treatment 
being possible as regards the veins. The circulatory im- 
balance can be remedied in many cases by judicious opera- 
tions on the veins, but there is always a hard core of cases 
not to be so helped. For these the bandaging techniques 
are the only hope. Many regain circulatory balance and 
can exist without support or with modified support in the 
daytime. There is a second hard core like the case to which 
| referred in my first letter, in which the alternative is am- 
putation or perpetual support, continuing to use plastic foam 
beneath the elastic adhesive or other bandage which was 
used to heal the ulcer.--I am, ete., 

A. Dickson WRIGHT. 
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Bladder Cancer in Chemical Workers 


Sin, We were surprised to read a statement, in the Report 
for 1956 of the Ministry of Health,’ on bladder cancers of 
chemical workers which we think is misleading without fuller 
explanation. We have drawn attention to this, and the 
depariment of the Ministry of Health concerned agrees that 


some clarification is desirable. The statement referred to. 
ibout cancers, Is: 

“Some, such as the scrotal cancers of chimney sweeps and 
mule spinners, the bladder cancers of chemical workers, and the 
bone cancers of workers with luminous paints have so far been 
elucidated that, for practical purposes, they have been prevented 

id eliminated 

\ statistical survey. published in 1953, has led to changes 
in industrial practice that may, if they have been well 
planned, be expected to diminish the hazard tn the future 
The nature of occupational cancer is, however, such that we 
should expect many cases to occur during the next 20 years 
in men who were exposed to risk prior to the changes in 
industrial practice, even if the precautions taken were com- 
pletely effective ; and very few, or no, cases for about seven 
years among men exposed to the new conditions if the 
precautions are not completely effective The effectiveness 
of the precautions can, in the long run, only be assessed by 

further statistical survey made in about 10 years’ time 


The A.B.C.M. report? used the following terms: “ There 
ire now solid grounds for thinking that the practical steps 
already taken and being taken will successfully overcome 
the hazard The abandonment of beta-naphthylamine 


nanufacture alone should go an appreciable way to achieve 
this end. The introduction of new plant design and opera- 
tion together with general improvement in factory hygiene 
should also greatly increase the margin of safety with the 
other carcinogens.” An incomplete appreciation of the situa- 
tion thus described may have led the Ministry of Health to 
indulge in optimistic prolepsis 

Phe possibility of the introduction of new bladder carcino- 
gens into the chemical industry (and other industries) must be 
borne in mind. Already xenylamine (4-amino diphenyl) has 
produced human bladder cancer in the United States 

4 search of death certificates relating to workers in 
chemical occupations where bladder tumour ts mentioned 
amongst the recorded causes of death does not show any 
falling off in the annual number. 17 being found in 1955 
and 16 in 1956. The mean annual numbers for 1945-9 
and 1950-4 were, respectively, 13 and 15. These figures do 
not support the suggestion that “ for practical purposes they 
[bladder cancers in chemical workers] have been prevented 


ind eliminated.”'—We are, etc.., 
E. BoyLAND 
R. A. M. CASE. 
SW D. M. 
Report of the Ministrs Heaith for the Year Ended December 31 456 
Part 2. p 3. 1 H.M.S.0., London 
Aso tion Rritish Chemical Manufacturers, Papilloma of the Bladder 
n the Chemical Industr 1953. I 1 
M k. W. Es H. M.. Narvka, J. J.. Mezera, R. A 1 Wheeler 
E. P Urol... 1955, 74, 760 


Artificial Insemination 


Sir. -In view of the recent remarks of the Archbishop 
of Canterbury on “ test-tube babies,” it would be interesting 
to know the views of the medical profession on this subject 
A L.D. (donor artificial insemination) has always struck me 
is a peculiarly revolting conception. akin to the “ human 
stud-farms ” advocated by the Nazis. Apart from being 
contrary to human dignity and the integrity of the family, 
it is moreover quite unnecessary Childless wives and 
spinsters may, and frequently do, fulfil thei maternal 
instincts by legal adoption. They have also the joy of 
knowing that they are providing parental care and attention 
to an otherwise deprived child 

It does indeed seem outrageous that a husband has no 
legal redress if one or more babies of unspecified parentage 
are foisted upon him without his knowledge or consent. It 
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would appear a matter of urgency that the legal position 
should be clarified, in view of the present danger of social 
and other complications. -I am. ete., 

London, E.2 Dororny E. Peaks: 


Foot Health Educational Bureau 


Six.-There ts a strong possibility that the Foot Health 
Educational Bureau will be in financial difficulties in the 
near future. As a member of the bureau’s advisory panel, 
| hope therefore by ventilation of this matter to encourage 
interested bodies to help it to continue to do its excellent 
work. This work has already led to a considerable improve- 
ment in the design of children’s footwear, and it has been 
hoped that the bureau would be able to tackle the important 
subject of the design of footwear of other age and popula- 
tion groups. The bureau’s work consists in publication of 
leaflets and books, in giving lectures and exhibitions on the 
subject, and in helping to train retail assistants in shoe shops, 
Its advisory panel consists of orthopaedic surgeons, chiropo- 
dists, and representatives of the Ministries of Health and 
Education and of the boot and shoe trade. The bureau is 
affiliated to but not financed by the Central Council for 
Health Education and has been running for a number of 
years, and is well known throughout the country and the 
world 1 understand that it has been financed most 
venerously in the past entirely by a single trade organization, 

Following on your long correspondence on women’s 
shoes, it seems apposite to bring this matter to the attention 
of your readers and to point out that if financial assistance 
for the bureau is not forthcoming it might well cease to 
exst I am, ete.. 

Backs RoserRT PIPER. 


Research Workers and Pre-registration Year 

Sin, -A small number of men and women who have taken 
a degree in chemistry or physics go on to qualify in medi- 
cine. and they make most valuable research workers. Many 
of them boggle at the pre-registration year, which means a 
further year’s delay before getting on with their researches 
If they do not do these house appointments, they are penal- 
ized in appointments where a differential is given for a 
registered medical qualification. I believe the profession 
ind the country would gain if present regulations were 
amended so that anyone who had been a whole-time research 
worker or teacher in an accredited medical institution for 
five years after qualification in medicine could have his 
qualification registered.—I am, etc., 


J. Wirts. 


Oxford 


POINTS FROM LETTERS 

War Psychosis 

Dr. Garetu R. Davies (Wolverhampton) writes: The respon- 
sibilities of the medical profession towards the prevention of war 
psychosis are no differerit from their responsibilities towards the 
prevention of cholera or malaria. Why then is the profession 
mute and silent? Are the group healers fast asleep or do they 
pay more importance to the acquisition of academic honours than 
the tackling of social realities? In ancient Athens every man 
was his own political representative and he was entitled to enter 
into every political controversy The word “ idiot’ originally 
meant the man who took no part in political affairs. It is my 
wish to present the viewpoint that every medical man, whether he 
lives in London, Moscow, or New York. or whether he lives in 
Wigan, Omsk. or Scranton, has a duty as a healer, as a scientist, 
and as a trained diagnostician to preach that war psychosis Is 
preventable as any other disease : Vhe last occasion that 
humanity faced decimation was at the time of the Black Death 
Unfortunately at that time science had not reached the level 
of awareness of bacteriology and prevention. The ideal of sant- 
tation that was preached and practised so successfully by Chad- 
wick in the last century routed the disease from this country 
To-day we face decimation again, not because of bacteria but 
because of the death instinct and war psychosis. The challenge 
demands new men like Chadwick who can carry through great 
reforms of mental hygiene in spite of the inertia of the patriarchs 
of the medical profession 
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J. C. BRASH, M.C., M.D., F.R.C.S.Ed., D.Sc. 
LL.D., F.R.S.Ed 
Professor J. Couper Brash, emeritus professor of 
anatomy in the University of Edinburgh, died suddenly 
at his home in Edinburgh on January 19. He was 
71 vears of age. 

James Couper Brash was born at Glasgow on October 24, 
1886. the son of James Brash, J.P. Educated at George 
Watson's College and the University of Edinburgh, he 
graduated B.Sc. in 1908 and M.B., Ch.B. in 1910. After 
holding the post of resident physician at the Royal Infirmary 
and working as a demonstrator of anatomy at Edinburgh, he 
became an assistant in the anatomical department in the 
University of Leeds. During the first world war he served 
as a maior in the R.A.M.C. in France and Belgium and 
was awarded the M.C. Soon after his return to civilian life 
he was appointed assistant professor of anatomy at Birming- 
ham University, becoming professor in 1922 and, later, dean 
of the medical faculty. In 1923 the university granted him 
the degree of M.D. When in 1931 he returned to Edin- 
burgh as successor to Professor A. Robinson in the chair 
of anatomy, Professor Brash had already become recognized 
as one of the leading anatomists in Britain. His own re- 
search was concerned mainly with embryology and the 
development of the jaws and teeth, on which he wrote 
several monographs for the Dental Board of the United 
Kingdom. With Professor J. Glaister he was the author 
of a book entitled Medico-Legal Aspecis of the Ruxton 
Case He also took over from Professor Robinson the 
editing of Cunningham's Manual of Practical Anatomy and 
Cunningham s Textbook of Anatomy. 

Professor Brash. who retired from the chair of anatomy 
at Edinburgh in 1954, received many distinctions during 
his career as a research worker and teacher. He was a 
past-president of the Anatomical Society of Great Britain 
and Ireland ; he was an examiner in anatomy at Cambridge 
and other universities ; at the Annual Meeting of the B.M.A. 
in 1922 he was vice-president of the Section of Anatomy ; 
at the Royal College of Surgeons of Edinburgh, of which he 
was elected a Fellow in 1932. he was Struthers lecturer : 
from the University of Leeds he received the honorary D.Sc. 
and from the University of St. Andrews the honorary 
LL.D.: and he was an honorary member of the British 
Dental Association, 

Professor Brash married Margaret, daughter of William 
Henderson, of Leslie, Fife, and she survives him together 
with one son and one daughter. 


S. G. WELDON, C.B.E., M.B.. B.Ch., D.P.H. 


Surgeon Rear-Admiral S. G. Weldon, medical officer 
in charge of the Royal Naval Hospital, Malta, and 
Command Medical Officer, Mediterranean Station, died 
suddenly in Malta on January 11. He was 57 years 
of age 

Samuel Gerald Weldon was born at Linziestown, Co. 
Wexford, in 1900. From St. Bees School he went on to 
study medicine at Trinity College, Dublin, where he gradu- 
ated M.B.. B.Ch., B.A.O. in 1922. After holding a resi- 
dent appointment at Monkstown Hospital, Dublin, he 
took the D.P.H. and the L.M. in 1923 and joined the 
Royal Navy as a surgeon lieutenant. After serving in 
the battleships Marlborough and Revenge he began to 
specialize in bacteriology and was appointed pathologist at 
the R.N. Hospital, Plymouth. In 1934 he went to Malta 
as naval health officer. and later he went to Alexandria in 
the same capacity. During the war he served in H.M.S. 
Medway and worked for a time as pathologist at the R.N. 
Hospital, Haslar. His next appointment was that of naval 
medical officer of health at Malta, and from there he moved 
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to a similar post at Plymouth, where he was director of the 
clinical pathology, pulmonary tuberculosis, and infectious 
disease units at the R.N. Hospital. At the beginning of 
1956 he was promoted surgeon rear-admiral and appointed 
medical officer in charge of the R.N. Hospital, Malta. He 
was also medical adviser to the Commander-in-Chief, Allied 
Forces, Mediterranean. 

Surgeon Rear-Admiral Weldon was appointed C.B.E. in 
1953 and Queen’s Honorary Physician in 1956. He is 
survived by his wife and by a son and a daughter. 


C. L. PASRICHA, M.B., B.Chir. 
Lieutenant-Colonel C. L. Pasricha, who was medical 
adviser to the High Commissioner for India, and before 
that director of the School of Tropical Medicine and 
Hygiene, Calcutta, died at Hammersmith Hospital on 
January 11. He was 60 years of age. 


Chiranji Lal Pasricha was born in the Punjab on Septem- 
ber 9, 1897, and was educated at the Leys School and Caius 
College. Cambridge, where he obtained first-class honours 
in the Natural Sciences Tripos in 1918. Going on to 
St. Bartholomew’s Hospital. he won a Shuter scholarship 
and qualified M.R.C.S., L.R.C.P. in 1920. Three years 
later he took the degrees of M.B., B.Chir. After holding 
the resident posts of house-physician at St. Bartholomew’s 
and house-physician and house-surgeon at the Queen’s Hos- 
pital, Birmingham, he was in practice for a short time at 
Bilston, Staffordshire, before he entered the Indian Medical 
Service as a lieutenant in 1925. For about a year he worked 
at the No. | Indian General Hospital in Shanghai, and 
then began research on intestinal diseases at the School of 
Tropical Medicine and Hygiene. Calcutta. In 1933 he was 
appointed professor of pathology and bacteriology in the 
school, of which, from 1945 to 1947, he was also director. 
Another post he held was that of superintendent of the 
Carmichael Hospital for Tropical Diseases at Calcutta. In 
1939 he was awarded the Minto Memorial Medal “ for dis- 
tinguishec research work in tropical medicine carried out by 
an Indian worker.” During the second world war he was 
an assistant director of medical services at Army Head- 
quarters, New Delhi. On the disbandment of the I.M.S. in 
1947 he returned to England, and from 1948 to 1955 was 
medical adviser to the High Commissioner for India in 
London. In the latter year he was elected a Fellow of the 
Royal Society of Health. During the period of his service 
at Calcutta Colonel Pasricha was a frequent contributor, 
usually in collaboration with other writers, to the Indian 
Medical Gazette and the Indian Journal of Medical Re- 
search. He was also the author of the chapter on cholera 
in the tenth edition (1936) of Sir William Moore’s book, 
Family Medicine and Hygiene for India, and he had helped 
in the revision of the 1945 edition of the Indian Field Ser- 
vice Hygiene Notes. 


R. P. H. BLACKSTOCK, L.R.C.P.&S.Ed. 


Dr. R. P. H. Blackstock, who was in general practice at 
Eskbank, Midlothian, for over fifty years, died at his 
home there on October 25. He was 79 years of age. 
Robert Patrick Hall Blackstock was born on May 3, 1878. 
the only son of the Rev. Robert Blackstock, and was 
educated at the Royal High School, Edinburgh. He studied 
medicine at the Royal College of Surgeons of Edinburgh. 
and took the Scottish triple qualification in 1902. Shortly 
afterwards he succeeded Dr. J. C. Whyte in the practice 
at Eskbank, and there he remained until the end of his life, 
looking after his patients up to two days before his death. 
W.A.A. writes: The late Dr. R. P. H. Blackstock was 
one of the faithful group of men, the general practitioners. 
whose untiring work among their patients is productive of 
so much good. When the need arose for him to be called 


in consultation he gave his opinion and his advice, and if he 
thought a prescription was needed he gave one, but often 
said, “ No cone prescribes less medicine than I do.” When 
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he came to visit, to see how the patient was progressing, he 
would conclude with a friendly chat and then jump up and 
say, “1 must be off, | have the half of Scotland to see to- 
night.” Now one has the happy memory of a man who 
gave of his best and who believed, as did Lord Lister, 
that his work was “to tend the fleshly tabernacle of the 
immortal spirit.” 


J. C. McCALLUM, M.B., D.P.H. 


Dr. J. C. McCallum, formerly an assistant county 
medical officer of health for Argyle and one-time captain 
of the Scottish Rugby fifteen, died last month in Edin- 
burgh. He was 74 years of age. 

John Cameron McCallum, the son of the Rev. Malcolm 
McCallum, was educated at George Watson’s College and 
Edinburgh University. where he graduated M.B., Ch.B. in 
1910. Two years later. having decided to follow a career 
in public health, he took the D.P.H., and for many years 
thereafter was assistant county medical officer of health for 
Argvle During this time he lived at Oban. In 1927 he 
went into general practice at Edinburgh, retiring in 1948 
to a farm near Oban. Three years ago, however, he returned 
to Edinburgh. Dr. McCallum was one of the finest forwards 
who have ever played for Scotland, being as fast as any 
of the backs. He was capped 26 times between 1901 and 
1912, and captained the Scottish fifteen. He also captained 
the Watsonian team for a good many years. 

Dr. McCallum is survived by his wife and a daughter. 


HOLDEN CARSON, M.B.. B.Ch. 
Dr. Holden Carson, who, after over ten years as a 
general practitioner at Ashton-under-Lyne. was a 
medical officer, first in the Ministry of Health and then 
in the Ministry of Pensions and National Insurance, died 
on December 8, 1957. He was 73 years of age. 


Holden Carson was born on January 18, 1884, and studied 
medicine at the former Queen’s College of Belfast and in 
Dublin, graduating M.B., B.Ch. from the old Royal Uni- 
versity of Ire'and in 1906. After graduation he held the 
appointments of assistant house-surgeon at Taunton Hos- 
pital, junior house-surgeon at the Ashton-under-Lyne District 
Infirmary, and resident medical officer at the Grimsby and 
District Hospital. He served with the R.A.M.C. throughout 
the first world war, being twice mentioned in dispatches 
From 1918 to 1931 he was in general practice at Ashton- 
under-Lyne, where he became also assistant physician to the 
infirmary. Appointed a deputy regional medical officer under 
the Ministry of Health in 1931, he later transferred to the 
Ministry of Pensions and National Insurance, retiring in 
1954. A member of the British Medical Association for 
very nearly fifty years, he was chairman of the Ashton-under- 
Lyne Division in 1924-5. In 1917 he married Nesta 
Elizabeth Thomas, and she survives him together with his 
younger son, Major J. H. Carson. His elder son was killed 
in the Battle of Britain while serving as a pilot in the R.A.F. 


A. P. AGNEW, M.B., F.R.C.P.Ed. 


Dr. A. P. Agnew, senior consultant physician to the 
Southern Ayrshire group of hospitals, died suddenly at 
Ballochmyle Hospital on December 3, 1957. He was 
59 years of age. 

Alan Percy Agnew was born on February 10, 1898, the 
son of Dr. Alexander P. Agnew, who was formerly in practice 
at Padiham, near Burnley From St. Peter’s School, York, 
he went on to Glasgow University to study medicine, gradu- 
ating M.B., Ch.B.. with honours, in 1920. After holding 
resident appointments at the Glasgow Western Infirmary and 
at the Weymouth and District Hospital, he joined his father 


in practice at Padiham. He remained there until shortly 


before the second world war, during which he served in the 
Emergency 
the Hospital at Gleneagles. He 


Medical Service, being appointed physician to 
transferred in 1942 to 
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Ballochmyle, where later he became chief consultant physi- 
cian. When the National Health Service came into being in 
1948 he remained in the hospital service, becoming con- 
sultant physician to other hospitals in the Southern Ayrshire 
group, including the Ayrshire Central Hospital, Irvine, and 
the Garrick Hospital, Stranraer. He was elected M.R.C.P.Ed. 
in 1938, becoming a Fellow of the College in 1951. Dr. 
Agnew married Mary, daughter of the late Bailie Stephen 
Alexander, and she died three weeks before him. 


H.S. writes: Dr. Alan Agnew has passed on, and he is 
greatly missed by his colleagues, patients, and friends all 
over Ayrshire. He was a well-loved physician, painstaking 
and scrupulously careful in establishing a correct diagnosis. 
In this he influenced the careers of numbers of his junior 
physicians on the hospital staff. He was also an unfailing 
friend of the nursing and administrative staff. The general 
practitioners found him to be untiring in his efforts to share 
their problems, and a domiciliary visit was a source of great 
encouragement and inspiration. The patients loved him for 
the deep personal interest he took in their troubles and for 
his unfailing memory for their faces and illnesses, even years 
after. We have lost a truly great physician and a loval 
and dependable colleague. 


E. A. THOMSON, M.B., Ch.B. 


Dr. E. A. Thomson, who had practised ophthalmology 
at different times in Jerusalem, Beirut, and Truro, among 
other places, died on December 10, 1957, at Bristol, 
where he had been living in retirement. He was 72 
years of age. 

Eric Alexander Thomson was born on April 1, 1885, and 
was educated at St. Andrews University, where he graduated 
M.B., Ch.B., with distinction, in 1907. For a time he 
assisted the professor of physiology in St. Andrews Uni- 
versity, but later went out to the Ophthalmic Hospital of 
St. John in Jerusalem as a junior surgeon. During the first 
world war he was ophthalmic surgeon to the Falmouth 
Military Hospital, and after the war he spent some \ecars 
at Beirut, where he founded an eye hospital. Some years 


later he returned to England to practise as an ophthalmic 
surgeon in Truro. He is survived by his widow and two 
daughters. 


C.H.C. writes: A small tribute to that outstanding but 
retiring member of our profession, Eric Thomson, may be 
of some interest. His grandfather resigned from a professor- 
ship of Hebrew in Scotland to become an ordained mis- 
sionary in the old Turkish Empire and was the first to 
translate the Bible into Turkish. His father became manager 
of the Ottoman Bank in Constantinople, and hence Eric 
Thomson's early career was spent upon the shores of the 
Bosphorus, at Bebek, a little outside the city. He remem- 
bered, so he would say, seeing eunuchs from the Sultan’s 
palace throwing a sack containing a human being into the 
Bosphorus ; and one of his friends, if not his nurse, was 
governess to the Sultan’s son, and lived in the palace. He 
therefore grew up familiar with what was probably the most 
cosmopolitan city in Europe, and he could converse well in 
English, French, German, Russian, Turkish, and Italian, and, 
later, he added to these a good knowledge of Arabic, 
Hebrew, Spanish, and Egyptian hieroglyphics. His career 
at St. Andrews University was outstanding, and he took a 
great number of prizes and medals. When at Jerusalem 
he was, as I know. persona grata among the Turkish, 
Arabic, and Christian communities and had many patients 
and friends among them, including the Mufti of Jerusalem, 
who caused so much trouble during the British regime in the 
Holy Land. He also had the distinction of being, with 
others, a traveller from Jerusalem to Jericho who fell among 
thieves, who would have left him dead had it not been for 
his resistance and tenacity. He winged one of his assailants, 
who were dragging him, his housekeeper, and a Russian 
woman pilgrim towards a precipice on the road edge. The 
walk to Jericho continued, but the next afternoon Thomson 
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presented himself to me in Jerusalem with a dislocated 
second right rib at the costochondral junction, and he was 
spitting blood. 

During the first world war he became ophthalmic surgeon 
to the Military Hospital, Falmouth, and after the war he did 
an extensive study tour in America and the great European 
medical centres. He then returned to the Near—now 
erroneously called Middle—East, and established an eye 
hospital in Beirut ; there his work had great success. He 
had first- and second-class private beds and a section for 
the poor, who were helped and kept through the fees ob- 
tained from the others. It was here in 1919 or thereabouts 
he began stitching the detached retina into position with 
some success. Whether he was the first to perform this 
operation or not I do not know, but I believe he was early 
in the field. In this private hospital he was ably assisted 
by his first wife. formerly Leishman, who was a talented 
artist in water colour and an excellent pianist as well as a 
first-class Arabic scholar. Theirs was a hospitable and 
kindly hospital towards men and women of all nationalities 
and of whatever condition or calling. Also, while in Beirut, 
he did new work upon dacryocystitis, which led to the pub- 
lishing of his paper upon dacryocystencleisis in the Trans- 
actions of the Ophthalmological Society in 1925. In the late 
1920's he returned to England to enter a private ophthalmic 
practice in Cornwall, based upon Truro. In 1938 he mar- 
ried again, his cousin. There was still more useful time 
before him until he was afflicted with the very condition he 
had tried to relieve—-detached retina, first one and then 
the other. Friends who were ophthalmic surgeons railied 
round him, but in spite of a number of operations in these 
skilled hands he became blind but for light and shade. 

Eric Thomson was an aesthete ; his love of music and 
art, his delight in flowers of field and garden, his love of 
animals and knowledge of birds, and his gentleness and even 
tenderness of manner and of hands all proclaimed this. A 
walk with him along a country Jane, in spring or summer 
specially. with his knowledge and interest in flowers and 
grasses and birds, was a delight. He had also a fair know- 
ledge of archaeology, but his chief hobby was in mathe- 
matical calculus. He would read into the early hours. When 
he found himself regularly reading until 4 a.m. he would 
decide that it was too close to his rising time of 6 a.m. for 
him to go to bed. 


NATHAN KRAMER, M.B., BS. 


Dr. Nathan Kramer died at St. Thomas's Hospital on 
December 12, 1957, after a long illness. He was SO years 
of age. 

Nathan Kramer was born on July 9. 1907, and qualified 
M.R.C.S., L.R.C.P. from St. Bartholomew’s Hospital in 1929. 
Two years later he obtained the London degrees of M.B., 
B.S. After completing an appointment as house-physician 
at St. John’s Hospital, Lewisham, he went into practice at 
Raynes Park, where he remained for over twenty-five years. 
He was a careful worker, never sparing himself on his 
patients’ behalf, and soon acquired a large practice. His 
notes were always accurate and he displayed a wide know- 
ledge of medicine. Particularly interested in children’s 
welfare and paediatrics in general, he was as much liked by 
his young patients as by their parents. During the second 
world war he was one of the most active medical men in 
the district, being attached to a first-aid post near the Nelson 
Hospital: he used to tour the bombed areas so as to be on 
hand during emergencies. 

Kramer was a founder member and trustee of the Reform 
Wimbledon Synagogue. In his spare time he did devoted 
work for Israel and particularly for Israeli educational in- 
stitutions. He loved the countryside and was an expert 
gardener, being successful in developing new types of 
chrysanthemum blooms. Tennis and golf were his favourite 
sports until ill-health put a stop to these activities. He leaves 
a widow, two sons, and a daughter.—-G. L. S. K. 
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IAIN S. BERGIUS, M.B., Ch.B., B.Sc. 


His many friends at home and abroad will have heard 
with profound sorrow of the sudden death of Dr. Iain S. 
Bergius on December 22, 1957, in Hong Kong. He was 
41 years of age. 


Educated at Sedbergh, lain Somerled Bergius went on to 
Glasgow University, where he took the degrees of B.Sc. in 
1936 and the M.B., Ch.B. three years later. During the 
second world war he served as a medical officer in the 
R.N.V.R., and saw service in both the Atlantic and Pacific 
theatres. He first went to Hong Kong with the British Pacific 
fleet at the liberation in September, 1945, and organized with 
his marked efficiency an emergency hospital on his ship. 
For his services he was mentioned in dispatches in 1946. 
After being demobilized he returned to Hong Kong in the 
summer of 1946 to enter practice with the firm of Drs. 
Anderson and Partners, with whom he remained till his 
death. Dr. Bergius was a man of diverse interests. A keen 
yachtsman, he was also an accomplished artist and latterly 
took an increasing interest in astronomy. Always a popular 
man, with a keen sense of humour and ready wit, he could 
talk with reasonable authority on almost any subject. For 
several years he proved to be a most efficient and assiduous 
treasurer of the Hong Kong and China Branch of the British 
Medical Association. He leaves a widow and three children. 

G.S.W. 


J. KALMANSON, M.B., B.Ch., L.M. 


Dr. John Kalmanson, who died in London on December 
26, 1957, at the age of 57 after a protracted illness nobly 
borne, had a distinguished career in two fields, the first 
in medicine, the second in industry. 


John Kalmanson was born on December 7, 1900, and 
was educated at King Edward VII School, Johannesburg, the 
University of Capetown, and Trinity College, Dublin, where 
he graduated M.B., B.Ch. in 1923, He was good at Rugby 
football and tennis. Coming to London in the late ‘twenties 
he soon established himself in the field of physical medicine. 
He was a man who loved his fellow men and in return was 
beloved and esteemed by everyone who knew him. His 
patients adored him, and his personal influence was great. 
Because of continuous ill-health he was obliged to give up 
his practice, and in 1936 returned to his native South 
Africa. After some years he recovered his health sufficiently 
to take part in the family business. He was able to build 
this up—-under the name of Amalgamated Packaging Indus- 
tries Ltd. -until it became the largest paper and packaging 
company in the Union of South Africa, with subsidiaries in 
Rhodesia, Jamaica, and Trinidad. 

When Dr. Kalmanson’s health failed the medical world 
lost an outstanding physician of inspired understanding and 
empathy. When he died the world at large lost a great and 
beloved personality and his wife and two sons a devoted 
husband and father.—W. E. T. 


r. L. CLARK, M.D., F.R.C.S.Ed. 


Mr. T. L. Clark, senior consulting surgeon to Halifax 
Royal Infirmary, died on December 29, 1957, aged 71. 


Thomas Lindsay Ciark was a native of Sorn, Ayrshire. 
where he was born on August 21, 1886. Having graduated 
in medicine at Edinburgh in 1915, he soon joined the 
R.A.M.C.. seeing service chiefly in the Palestine campaign. 
He retained his interest in the R.A.M.C. for many years. 
and after holding commands at Netley and later at Bangor he 
retired after the last war with the rank of lieutenant-colonel. 
Returning to London after service in the first world war, 
he held several hospital appointments, including one at 
St. Peter’s Hospital, where he gained experience in genito- 
urinary surgery which was to stand him in good stead in 
his later years as a surgical consultant. He proceeded to 
the M.D. in 1921 and took the F.R.C.S.Ed. two years later. 
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In 1926 he joined the late Dr. Crossley Wright in a general 
practice in Halifax with a large amount of surgical work, 
and on Dr. Wright's retirement succeeded him as surgeon 
on the staff of the Royal Halifax Infirmary. Soon recog- 
nized as a sound and brilliant surgeon, he eventually be- 
came the senior surgeon of the hospital in 1946. On 
returning to civilian life after the second world war Mr. 
Clark left general practice and gave his time entirely to 
surgery. He died in the hospital to which he had given 
28 years of devoted service, survived by his wife, three sons, 
and a daughter. 

S. B. writes: Few men can have had such a full life as 
Mr. T. L. Clark, for besides being a very busy surgeon he 
four time for many other activities both inside and outside 
his »rofession. A great sportsman, in his younger days he 
was a fine tennis player, in later days a keen fly fisher. 
But probably he excelled most as a shot, and every year, 
even up to the last, he would enjoy days on the grouse 
moors. He was the president of the Yorkshire Branch of 
the B.M.A. in 1938-9. When the National Health Service 
was established he became chairman of the medical advisor, 
committee of the hospitals in the area, a post he held until 
his retirement in 1954. It was especially in this capacity 
that his colleagues really learned to appreciate his fine 
character. He saw his way clearly through the many diffi- 
culties that arose in the transition of a voluntary hospital to a 
nationalized institution, and showed great wisdom and under- 
standing in reconciling the claims of the many interested 
departments found in a general hospital. Not only the pro- 
fessional but the administrative side of the hospital received 
help and guidance from his long and wide experience of 


hospital practice. 


R. G. SMITH, M.R.CS., L.R.C.P. 


Dr. R. G. Smith, who was in general practice at Surbiton, 
Surrey, for many years, died at Surbiton Hospital on 
January 6. He was 73 years of age. 


Ralph Gillespie Smith was born at Invergordon, Scotland 
on April 17. 1884, and was educated at Epsom College. 
studying medicine at Charing Cross Hospital, where he was 
one of the foremost rugger players of his day. He qualified 
in 1910 and served in the first world war as a temporary 
captain in the R.A.M.C., being mentioned in dispatches in 
1919. In 1930 he settled in general practice at Surbiton. 
For many years he was clinical assistant at the Royal Eye 
hospitals in London and Surbiton and to the London Jewish 
Hospital. He took a leading part in the affairs of the 
Kingston-upon-Thames Division of the British Medical Asso- 
ciation, acting as its secretary from 1937 to 1949 and its 
chairman from 1949 to 1951. The establishment and effi- 
cient running of the new Surbiton Hospital gave him another 
absorbing interest. After the advent of the National Health 
Service in 1948 it was largely due to his efforts as secretary 
and, later, chairman of the medical staff committee, in asso- 
ciation with the late Dr. J. R. Stott, that the hospital re- 
mained staffed mainly by the local general practitioners 
He volunteered in the second world war and served as a 
squadron leader in the Auxiliary Air Force from 1941 to 
1945, returning to Surbiton in the following year. Some 
years ago he retired from general practice, and until his 
death devoted his remaining years to ophthalmic work. His 
chief relaxation, besides philately, was the weekly visit to 
his cottage in Sussex, where he had hoped to spend a long 
and peaceful retirement. His home life was a very happy 
one, and to his widow and three daughters we offer our 
sincere sympathy in their loss.—M. 5S. S. 


Mr. T. M. Tyrrett writes: Dr. Ralph Smith had worked 
as clinical assistant to my late partner, Mr. T. W. Letch- 
worth, and myself at the Royal Eye Hospital for the last 


thirty years. He was one of the old school of G.P. clinical 


assistants who could be trusted to handle one’s difficult or 
unusual patients with the greatest tact and ability, and was 
therefore a most invaluable member of one’s team 
miss him very much indeed. 


I shall 
It was always a pleasure to 
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enter the clinic in the morning and see his smile of welcome. 
When R.G.S. reached the retiring age some years ago he 
was asked to stay on in an honorary capacity. He did so 
cheerfully, and was invaluable, as he could always be de- 
pended upon to come to one’s aid in a crisis, such as sudden 
illness of one of the other members of the team. He 
surmounted a dangerous operation eighteen months ago, and 
it was a sorrow that almost as soon as he had recovered 
his natural good health he should be suddenly struck down, 
All our sympathy goes to his widow and children, to whom 
he was a devoted and proud father. 


E. R. B. MURRAY, M.B., B.Ch. 


Dr. E. R. B. Murray died suddenly at his home at 
Clitheroe, Lancashire, on January 6 at the age of 59, 

Eric Richard Benn Murray was born at Dublin on Febru- 
ary 8, 1898, the fifth son of a family of six brothers who 
have distinguished themselves in their varied careers. He 
was educated at St. Stephen's Green School and Trinity 
College, Dublin, where he graduated M.B., B.Ch. in 1922, 
with honours in surgery and midwifery. After a period as 
house-surgeon at the Beckett Hospital, Barnsley, he was 
appointed resident surgical officer at Preston Royal In- 
firmary, a position he held for eighteen months. He went 
to Clitheroe in 1924 as assistant to the firm of Drs. F. §S. 
Adams, J. S. Cooper, and C, de L. Shortt, becoming a 
partner in the following year. 

J.M. writes: Eric Murray gave unceasing conscientious 
service, professionally and socially, to the people of Clitheroe 
for over thirty vears. Of a robust personality, colourful, 
highly gifted in many directions, he loved his fellow men and 
enjoyed their friendship and company. He was in return 
respected and loved by his medical colleagues, his patients 
and the local community at large. His activities were many 
and varied He was lecturer and examiner in first aid to 
the L.M.S. Railway and St. John Ambulance Brigade for 
thirty years, receiving the L.M.S. long-service ambulance 
medal. He was admitted to the Venerable Order of St. John 
of Jerusalem as Officer (Brother) and invested at Buckingham 
Palace in July, 1953. He was deputy medical officer to 
Clitheroe Hospital from 1926 to 1947 and visiting medical 
officer since 1948, and police surgeon to the West Riding 
area, Bolton-by-Bowland, for ten years. During the second 
world war he was medical officer to the Clitheroe civil 
defence first-aid detachments and to the Clitheroe and 
Whalley Home Guard companies with the rank of captain ; 
he was also visiting medical officer to the evacuee sick 
children’s hospital at Waddow Hall. He was president of 
the Blackburn and District Medical Society in 1951-2 ; chair- 
man of the Blackburn Division of the British Medical 
Association in 1953-4; president of the Clitheroe Rotary 
Club in 1937; and president of the Clitheroe and District 
Club in 1949. He represented the Clitheroe area on the 
Lancashire local medical committce since 1948 ad was one 
of the Lancashire delegates to the Annual Conference of 
Representatives of Local Medical Committees from 1950 to 
1955. In 1957 his fellow practitioners of Clitheroe and 
district expressed their appreciation of his services on their 
behalf by presenting him and Mrs. Murray with a dinner 
service at a dinner given in his honour. 

Dr. Murray is survived by his wife, who is a daughter 
and granddaughter of Clitheroe doctors, and by his daughter. 
to both of whom we extend our sympathy in their great 
sorrow. 


JEANNETTE STALKER, M.B., Ch.B. 
Dr. Jeannette Stalker died suddenly at Dundee Royai 
Infirmary on January 6 at the age of 69. 

Jeannette Maclean Stalker (née Mansiec) was born on 
November 6, 1888, and was educated at St. Andrews Univer- 
sity, where she graduated M.B., Ch.B. in 1916. After hold- 
ing the post of house-physician at Dundee Royal Infirmary 
she was appointed medical officer to the orthopaedic 
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department of the Edinburgh War Hospital at Bangour. In 
1919 she married Dr. J. M. Stalker, and subsequently prac- 
tised in Dundee. Her husband died a year ago, and she is 
survived by her two sons, one of whom is in medical prac- 
tice in Dundee. 

M.F. and A.C.L. write: Dr. Jeannette Stalker, a 
daughter of the Rev. Mr. Mansie, was a St. Andrews 
graduate who married Dr. James Stalker. the son of 
Alexander Stalker, professor of medicine. One of her sons 
is now carrying on the tradition of which Dundee is justifi- 
ably proud. Dr. Jeannette was always an attractive person, 
with a balance between tension and tenderness that made her 
the ideal family doctor, and inspired immediate confidence 
in every member of the family. To children, she was “ Our 
Dr. Stalker,” while to the older, lay and medical, she was a 
source of strength, wit, and wisdom. Her heart was cer- 
tainly not on her sleeve, but her going has meant an 
astonishing number of sore hearts in the city she served so 
long and so well. 


A. O. B. WROUGHTON, D.S.O.. M.R.C.S., L.R.C.P. 


Colonel A. O. B. Wroughton, who served in the 
R.A.M.C. for thirty years, died at Eastbourne on 
December 31, 1957, at the age of 85. 


Arthur Oliver Bird Wroughton was born on October 29, 
1872, the youngest son of Colonel W. N. Wroughton, of the 
Indian Army. After receiving his early education privately 
he studied medicine at St. Bartholomew’s Hospital, quali- 
fying M.R.C.S., L.R.C.P. in 1898. He then held house 
appointments at St. Bartholomew's before entering the 
R.A.M.C. in 1899. Serving in the wars in South Africa 
from 1899 to 1902, he was awarded the Queen's medal. with 
six clasps, and the King’s medal. with two clasps. In 1909 
he took the captain's course at the Royal Army Medical 
College, specializing in dermatology, and then served in 
Burma and India and at home stations until the outbreak 
of the first world war in 1914, by which time he had 
attained the rank of major. He was sent to France in 
charge of advance medical stores, and later was in com- 
mand of the convalescent camp at Le Havre. For his 
services in France he was twice mentioned in dispatches 
and awarded the D.S.O. in 1918. Promoted lieutenant- 
colonel in 1915, he became full colonel in 1926. Much 
of Wroughton’s service was spent in India, where at one 
time he was D.A.D.M.S. (Personnel) at Army Head- 
quarters, Simla, under Lieutenant-General Sir Charles 
Burtchaell, and from 1927 to 1929, when he retired from 
the Army, he was assistant director of medical services in 
the Meerut District. In 1924 he was in command of Queen 
Alexandra’s Military Hospital, Coshant. He married 
Roberta, second daughter of Major-General W. Stenhouse, 
Indian Army, and she survives him together with a married 
daughter. 


LUCIA F. S. STRANGMAN FitzGERALD, 
L.R.C.P.&S.1. 
Dr. Lucia F. S. Strangman FitzGerald, formerly assistant 
physician to the Cork Mental Hospital, died at a nursing- 
home at St. Albans, Hertfordshire, on January 7 at the 
age of 87. 


Lucia Frances Sarah Strangman FitzGerald was born in 
1870, at Waterford, where her family had been living for 
Several generations. Her sister, the late Dr. Mary Strang- 
man, and she were fellow students at the Meath Hospital. 
Dublin, and qualified together in 1896. Lucia. in the same 
year, became an assistant physician to the Cork Mental Hos- 
pital, being thereby the first woman doctor to enter the 
asylum service in Ireland. During the first world war she 
Was seconded to work as a civilian medical officer, at first 
to the Fermoy Military Hospital and later to the Cork 
Military Hospital. She then returned to her mental hospital 
post and completed 35 years’ service before her retirement 
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from medical practice. Her husband, the late John Joseph 
FitzGerald, who died in 1952, also worked as an assistant 
physician in the same hospital. They conducted what was 
probably the first psychiatric out-patient clinic in Ireland, 
and described that experience in a joint article published in 
the Journal of Mental Science in 1926. She was one of the 
earliest to hold the Certificate in Psychological Medicine of 
the Royal Medico-Psychological Association, which she 
obtained in 1897. However, despite her enterprise in the 
field of psychiatry, Dr. Lucia FitzGerald’s medical interests 
were by no means confined to her specialty. She proved 
herself to be an able surgeon and carried out many major 
operations in the days when mental hospital doctors might 
regard such work as a part of their daily routine. Ever 
busy, generous to a fault, always ready to help anyone in 
trouble, skilled in many arts—from that of hospitality to the 
finer points of carpentry, gardening, and raising livestock— 
she was a devoted mother to her three children, who have 
followed her example in specializing in psychiatry. 


R. W. PEARSON, M.C., M.B. 


Dr. R. W. Pearson, who was eight times mayor of 
Arundel, died suddenly at his home there on January 
9 at the age of 81. 

Roland Wilfred Pearson was born on July 9, 1876. From 
Owens College. Manchester. he went on to the London 
Hospital, qualifying M.R.C.S.. L.R.C.P. in 1898. In the 
previous year he was awarded an obstetric scholarship by 
the hospital. After serving in the wars in South Africa he 
was in practice at Wakefield for a year or two, and during 
this time studied for the Durham M.B.. which he obtained 
in 1907. He settled in general practice at Arundel in 1906, 
and became medical officer (later honorary consulting 
physician) to the Arundel and District Hospital and public 
vaccinator for the district. He was also medical officer to 
the post office and a police surgeon. During the first world 
war he served as a captain in the R.A.M.C., and was 
awarded the Military Cross in 1918 for “ rendering the most 
magnificent services to the wounded under heavy machine- 
gun fire.’ He was a prisoner of war for a time, and after 
repatriation he returned to his practice at Arundel, begin- 
ning what was to be a long period of public service to the 
town. He was elected to the council in 1920, and shortly 
afterwards became chairman of the public health committee, 
occupying the chair for the next 25 years. Largely through 
his efforts a small hospital was established in the town, and 
later a new and larger institution took its place. He was 
elected mayor of Arundel on eight occasions, first in 1925, 
and then for seven consecutive years from 1938 to 1945, 
At the end of his last year in office he was elected the first 
honorary freeman of the borough. For his services to the 
Red Cross. particularly during the second world war, he was 
appointed a serving brother of the Venerable Order of St. 
John of Jerusalem. He was also a justice of the peace for 
Sussex for many years. 


G. F. STONES, M.B., F.R.C.S.Ed. 


Mr. G. F. Stones, formerly surgeon-superintendent of 
the Epsom District Hospital, died at his home at Ewell, 
Surrey, on January 9 after a long illness. He was 
67 years of age. 

Gordon Fowler Stones was born on November 6, 1890, 
and studied medicine at Sheffield University, where he 
graduated M.B., Ch.B. in 1914. He then held the resident 
posts of house-surgeon, casualty officer, and medical officer 
at Sheffield Royal Hospital before joining the R.A.M.C. in 
1915. He served in France, and, after being blown up in a 
transport, he was sent to Cosham Military Hospital, where 
he later worked with the late Mr. Philip Mitchiner, who 
aroused his interest in surgery. After the war he held a 
further hospital post as resident medical officer at the Royal 
Northern Hospital. He took the F.R.C.S.Ed. in 1922, and 
in the following vear settled in general and surgical practice 
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in Epsom. Later he decided to specialize in general surgery 
and was appointed surgeon-superintendent of the then 
Dorking Road Infirmary, which was taken over by the 
Surrey County Council in 1930 as a genera! hospital. He 
leaves a widow and a son, who is a doctor in practice at 
North Finchley. 

W. D. B. writes: In 1930 Gordon Stones undertook the 
first stages of the onerous task of converting the primitive 
and backward Epsom Union Guardians Infirmary into the 
modern hospital which is now the Epsom District Hospital 
serving Epsom and its surrounding area. An early stage of 
this development was his collaboration with the late county 
medical officer, James Ferguson, in designing the maternity 
unit building. Later, in 1939, he became responsible for 
putting the hospital on a war footing under the E.M:S. 
scheme, and carried out a great deal of the major surgery. 
After the war he was one of the advisers of the review com- 
mittee which decided on the appointments of the then 
medical staff of the hospital at the take-over by the National 
Health Service in 1948. He was elected chairman of the 
Epsom group medical advisory committee in 1948. He 
retired owing to ill-health in September, 1951. 

Gordon Stones was a capable surgeon and medical admini- 
strator, and earned the gratitude of many of the people of 
Epsom who were his patients. He had a genial but shy 
and retiring personality. None the less he could hold his 
own in committee when the occasion required. He was 
invariably helpful and courteous to his colleagues and 
juniors on the hospital staff, and many have to thank him 
for his wise advice. In his early days in Epsom he was a 
keen golfer and won many prizes. Later he became more 
interested in radio and photography, and was a quite out- 
standingly good exponent of the latter art.’ 


A. H. BOSTOCK, M.R.C.S., L.R.C.P. 


Dr. A. H. Bostock, formerly senior surgeon to the Royal 
West Sussex Hospital, Chichester, died peacefully at the 
hospital on January 14. He was 81 years of age. 


Arthur Hastings Bostock was born on November 6, 1876, 
the son of Dr. A. S. Bostock. He was educated at Radley 
College, where he captained a particularly successful Associa- 
tion football team. Going on to St. Bartholomew's Hospital 
Medical College, he qualified M.R.C.S.. L.R.C.P. in 1900 
and later in the same year went to South Africa to serve as 
a civil surgeon in the war. Returning to London, he was 
house-physician at St. Bartholomew's Hospital and then 
settled in general practice at Chichester. Like his father, he 
became also a district medical officer in the area. He gave 
many years of service as surgeon to the Royal West Sussex 
Hospital, in which a ward is named after him. Other 
appointments he held were those of consulting surgeon to 
the Graylingwell Mental Hospital and honorary surgeon 
to the King Edward VII Sanatorium, Midhurst. He was 
chairman of the Chichester and Worthing Division of the 
B.M.A. from 1930 to 1932. Except during the first world 
war, in which he served in the R.A.M.C. with the British 
Expeditionary Force in France, he remained at Chichester 
for the rest of his life, retiring from practice in 1947. He 
served on the Chichester borough council for many years, 
and was mayor in 1927-8 iia 


H.S. M. writes: The passing of Arthur H. Bostock at the 
ripe age of 82 severs one more link with the past generation 
of general-practitioner surgeons who stoutly upheld the stan- 
dard of surgery in the provinces. In his earlier years he 
visited his outlying patients on horseback, and I well re- 
member his coming into the hospital to operate, looking his 
best in riding kit. Shrewd and kindly at heart, he had an 
uncanny clinical sense which often gave the correct answer 
in an unusual and puzzling case. Bostock always gave of 
his best to the Royal West Sussex Hospital, where for many 
years he was senior surgeon and chairman of the medical 
staff committee. In fact, one of the wards of the hospital 
has been named after him. He was always a staunch and 
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loyal colleague, fighting without fear or favour for what 
he believed to be right. He was always outspoken and 
trenchant in his views, but he had a keen sense of humour 
and his sincerity endeared him to his patients and colleagues 
alike. The memory of his colourful personality will long 
live in the city of Chichester and the surrounding country- 
side. 


W. J. HOPE-ROBERTSON, M.B., F.R.C.S.Ed. 
F.R.A.C.S. D.O.M.S., D.L.O. 


Mr. W. J. Hope-Robertson, senior ophthalmic surgeon 
to the Public Hospital, Wellington, New Zealand, died 
at his home at Karori, Wellington, on January 12. He 
was 57 years of age. 

Walter James Hope-Robertson was born at Gisborne, 
New Zealand, on March 23, 1900, and was educated at 
Gisborne High School and at Otago University, graduating 
M.B., Ch.B. from the University of New Zealand in 1923. 
After holding resident posts at Dunedin Hospital and Cook 
Hospital, Gisborne, he came to Britain and took the 
F.R.C.S.Ed. in 1926, the D.O.M.S. of the English Royal 
Colleges in 1927, and the D.L.O. in 1928. He then returned 
to New Zealand, setting up in practice as an ophthalmo- 
logist and otorhinolaryngologist and being appointed to 
the honorary staff of the Wellington Hospital. Elected a 
Fellow of the Royal Australasian College of Surgeons in 
1931, he became consultant to the New Zealand Health 
Department and to the armed Forces, and during the second 
world war held the rank of lieutenant-colonel. He was also 
a member of the New Zealand Opticians Board and a lec- 
turer at the National Medical School. From 1937 onwards 
he practised solely as an ophthalmologist, and was one of 
the founders of the Ophthalmological Society of New 
Zealand, being its secretary-treasurer from 1946 to 1955 and 
its president in 1956. During the course of his career he 
visited many of the medical centres in Great Britain and 
Europe, and last year attended the conference of the Pan- 
Pacific Surgical Association in Honolulu and contributed 
a paper on eye diseases affecting the Maoris, a subject in 
which he was keenly interested. His wife survives him, 
together with a son and a daughter. 


Medico-Legal 


“ DIMINISHED RESPONSIBILITY ” 
[FROM OUR CORRESPONDENT] 


On January 14, 1958, the Court of Criminal Appeal delivered 
judgment in the case of Regina v. Spriggs,’ in which the 
defence of “diminished responsibility “ under section 2 (1) 
of the Homicide Act, 1957, had been raised to a charge of 
capital murder. The question before the Court was whether 
the judge in summing up had given the jury an adequate 
direction on the meaning of the expressions “ abnormality 
of mind” and “ mental responsibility ~ used in the section. 

The facts were that Spriggs, whose history showed he was 
of a somewhat unstable character, was turned out of a 
public house by the barman for interfering with some of 
the fittings. He came back after closing time with a revolver 
and shot the barman when he opened the door to him, 
firing two further bullets into him as he lay on the ground. 
Spriggs then ran away, and was found suffering from an 
overdose of barbiturate. On recovery from the effect of the 
drug he said to the police: “It was the way he shoved me 
about. I was mad. I collected my gun and let him have 
it.” He knew quite well what he had done and why he had 
done it. 

In his summing up the trial judge had handed to the jury 
the terms of section 2 on paper so that they could see 
them, and told them it was for them to decide whether 
Spriggs was suffering from such abnormality of mind as to 


‘The Times, January 15, 1958. 
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impair his mental responsibility. To enable them to come 
to that decision he went through the medical evidence in 
detail 

Giving the judgment of the Court of Criminal Appeal, the 
Lord Chief Justice said that the judge had been right to 
leave the matter to the jury as he did, since there was evi- 
dence which would have justified but did not compel a find- 
ing that this was a case of diminished responsibility. When 
Parliament had defined a particular state of things, as they 
had here, it was not for the judge to redefine or attempt to 
define the definition. The definition had been laid down 
by Parliament, and it was a question of fact in each case 
whether the evidence brought the prisoner within the 
definition or not. 

He did not know of any better way of dealing with the 
very difficult point whether a verdict of manslaughter within 
the section was justified than to say to the jury: “ That is 
what Parliament has said. Those are the tests you have to 
aoply. You are to consider whether he is suffering from 
such abnormality of mind, whether arising from a condition 
of arrested or retarded development of mind or any inherent 
causes or induced by diseases or injury, as substantially 
impaired his mental responsibility for his acts. If you can 
find any of these matters then you will find a verdict of 
manslaughter and not of murder 

The appeal was accordingly dismissed. 

Prospective medical expert witnesses in murder trials may 
well wonder whether the problems raised by the defence of 
diminished responsibility introduced into English law by the 
section will be any more tractable than those raised by the 
McNaughton Rules. They may conclude that Parliament in 
1957 has not helped them much more than the judges by 
whom the McNaughton Rules were enunciated in 1843. 


A.LD.' NOT ADULTERY 
[FROM OUR MEeEpIco-LEGAL CORRESPONDENT] 


Mr. Ronald George MacLennan. of 10, Oakley Street, 
Glasgow, brought an action fer divorce against his wife 
Margaret Euphemia MacLennan, of Brooklyn. New York, 
in the Court of Session. The grounds of the action were 
that the wife had committed adultery. In his claim Mr. 
MacLennan asked the court to draw this inference from the 
fact that a child was born on July 10, 1955, to the wife 
although the parties had not lived together since March 31. 
1954. Mrs. MacLennan lodged a defence that the child 
was born as a result of A.I.D., but the husband applied for 
the dismissal of this defence as irrelevant on the ground that 
even if the wife proved the facts she alleged they would 
still amount to adultery. So, for the first time in Scottish 
or English legal history, the question whether A.D. 
amounts to adultery came to be argued in the courts. 

The point was argued before Lord Wheatley in Edin- 
burgh. who gave a reserved judgment on January 10, 1958. 
Lord Wheatley said that the wife's pleading was open to 
criticism because it did not specify the time, place, and 
circumstances of the artificial insemination and so offended 
against the rules of fair notice which ought to be given to 
the husband. He accordingly adjourned the case for a fort- 
night to give her the opportunity to give further particulars 
of her defence 

Dealing with the substance of the matter, Lord Wheatley 
held that, in law, artificial insemination did not come within 
the definition of sexual intercourse, and so logically it could 
not amount to adultery. No doubt it was a grave and 
heinous breach of the contract of marriage for a married 
woman to submit to A.I.D., but that was not the question 
before him 

An examination of the legal authorities showed that some 
of our great legal writers did not seek to define adultery, 
While others used terms more descriptive than definitive. 
In earlier days when life was regulated by the natural rather 
than the scientific order of things people knew what was 


_ Artificial insemination from donor. A.1.H.= Artificial 
Insemination from husband. 
* Glasgow Herald, January 11, 1958, 


MEDICO-LEGAL 


meant by adultery and what its concomitants were. The 
idea that adultery might be committed by a woman alone in 
the privacy of her bedroom, aided and abetted only by a 
syringe, was one with which the earlier jurists had no occa- 
sion to wrestle, and did not conform to the common con- 
ception of adultery. Just as artificial insemination extracted 
procreation entirely from the nexus of human relationship, 
so did the extraction of the nexus of human relationship 
from the act of procreation remove artificial insemination 
from the classification of sexual intercourse. If that was 
right, it followed that A.I.D. without the husband’s consent 
was not adultery as the law interpreted the term. 

His Lordship accordingly rejected the husband's applica- 
tion. 


Universities and Colleges 


UNIVERSITY OF CAMBRIDGE 


In Congregation on November 16 the degree of M.B. was con- 
ferred on J. H. Gervis (by proxy) 

Dr. Peter Julius Lachmann has been elected into the John 
Lucas Walker Studentship from March 1, 1958. 

In Congregation on November 30 the degree of M.B. was con- 
ferred on J, E. Utting (by proxy) and on S. W. B. Newsom. 


UNIVERSITY OF EDINBURGH 

At a Graduation ceremonial held on December 13, 1957, the 
following degrees and diplomas were conferred: 

M.D.—G. |. Alexander, R. S. M. D. Inch, W. T. Jones, J. G. Parish. 
2G. Robertson, 'G. F. M. Russell, A. A. Sharp (awarded gold medal! 
for thesis), R. Stalker, 'A. L. Wallis 

Pu.D.—In the Faculty of Medicine: G. Fraser, B.Sc., °C. V. Kanan. 
B.Sc.. A. I. Klopper. B.Sc., M.B.. B.Ch., Sheila M. Stewart. B.Sc 

M.B., Cu.B.—St. C. G. Barr. I. S. Beag, C. P. L. Bruggen, E. S 
Cullen, Ruth Ferguson, P. Flor-Henry, O. D. George, W. J. Glass, K. D 
Halpin, W. T. Hunter, J. D. Johnston, Katherine M. Lévy (née Logie), R 
Lévy, S. Livingstone, J. McAnulty, J. C. MacIntosh, I. H. L. Murray. 
I. H. M. Nicolson, Jean F. Orr, G. D. Porter, Margaret B. Ross, T. G. G 
Scott, S. M. F. V. Telfer, C. W. Thomas, W. H. Wallace. Jane M. Watt 

Diptoma in Pustic Heactu.—-J. S. Batt, Helen M. Dean 

DrptoMa IN Mepicat RapioptaGNnosis..-H. C. Anton, G. J. Green, 
J. T. Wright 

A Graduate Travelling Scholarship was awarded to F. J. Fish, M.B 
B.S., M.R.C.P., and the Llewel!yn Bevan Prize to M. E. S. Harrison, M.D., 
F.R.C.P.Ed., F.R.C.S.Bd. 


‘Commended for thesis In absentia 


UNIVERSITY OF LONDON 


The Court has re-elected Sir Archibald Gray as deputy chairman 
for 1957-8, and Dr. C. F. Harris has been elected chairman oi 
the Academic Council for the same period. 

Mr. J. B. Hume has been appointed representative of the Uni- 
versity on the governing body of the Mitchell City of London 
Educational Foundation. 

The A. H. Bygott Scholarship for 1957 has been awarded to 
Dr. Charles John Howell Mann; the Mary Scharlieb Research 
Studentship for 1957 to Dr. Joseph Leslie Harvey Laity; the 
Rogers Prize for 1957 to Dr. Michael Dowling Turner; and a 
University Postgraduate Studentship to Dr. Ghulam Nabi Lasi. 

The following candidates have been approved at the examina- 
tion indicated : 

M.B.. B.S.—' 2A. W. Asscher, A. J. Cash, 5J. W. Crooke, 
Fry, ' 256A. M. Harris (University Medal), A. Hicklin, 

‘Joyce Hinton, . A. Jackson, '° R. Seward, ' “Jennifer J. 
Spurr. '*Ann K. Trimm, Preto H. Agegectt, R. B. Alade, G. Alvarez 
<. A. Anderson, J. L. Andrews, A. J. Armour, S. H. Aynsworth, B. W. D 
Badicy, G. Baker. E. G. Beausolcil, P. H. Beighton, P. G. Benson, G 
Bevan, Dulciec G. Billardis, Jane Bingham, Patricia J. Bishop, A. G 
Blunden, Barbara J. Boucher, A. M. Braverman, I. L. C. Bray, D. 1 
Brough, Isobel J. T. Bryant, P. Bunton. J. LI. Canton, Gillian C. Cardy 
Katharine J. Cash, W. Chandler, Gillian A. Clarance, G. A. Clark, T. K 
Clarke, RE. Clavton-Jones, J. Clunic, Marie C. Coakley. R. A. Colwell, 
G. C. Cook, J. Cope. B. L. Copley. A. L. Corben. J. D. Critchley, 
Dorothy Cullen. J. L. Currah, A. C. A. Daniel, A. T. Davey, K. G 
Davidson. D. E. Day, M. Deane. P. A. Debenham, R. F. Dorrington, 
Valerie M. Downton, D. B. Duff-Miller, A. K. Edwards. J. I. Edwards, 
L. O. V_ Ekpechi, B. Elliott, Jennifer A. Ellison, J. S. Evans, Shirley P. 
Fvans, M. W. Everitt, J. C. Fenton, PS. Firth. J. D. W. Fisher, J. A 
Fooks, Anne Fraser-Stephen, P. J. Fryer, R. G. G. Gain, F. G. S. Gamm, 
A. J. A. Garlant, Patricia J. Garner, J. N. Garrett, J. M. R. Garson, 
Phyllis M. Gibbons, P. G. Gillam, R. J. Givans, P. F. Goddard, A. McK 
Gram. I McK. Grant. Gabriclic J. M. Grasset-Molloy, R. J. Guyer, 
M. E. J. Hackett, C. I. Haines, F. G. Hall, T. J. Hall, B. H. Hamber 
D. I. Hamilton, G. T. Hamilton, Gillian C. Hanson, Veira F. A. Hauxwel! 
P. H. R. Hawkes, Jemima Hayfron-Benjamin. E. E. Henderson, D. N 
Holvey, Dorothy Horsfield, J. M. Howell, J. M. Hutchinson, A. FE 
Ifekwunigwe, L. Iilis, J. M. R. Irving, E. P. Jackson, A. E. Jarrett, B. 1 
Johnstone G_ P. Jones. H. B. Jones. Patricia H. M. Jones, B. R. Julien 
Cc. LI. Kelly. M. Kiloh, C. D. Laidlaw, Janet L. Lake, S. J. Lam. Stella M 
Lawrence, Kathleen M. Lindesay, Marny A. Llovd-Jacob, Jessie D. N 
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Lone. D. B. Longson, T. E. McEwan, B. M. McGibbon, Millicent T. B 
McGibbon, K. J. McKeeman, Margaret M. McKerrow, J. M. McLaren, 
I. G. MacWhirter. V. T. D. H. Major. M. J. Mann, T. F. Meen, I. J 
Merrett, E. A. Mebojikwe, Anne M. Millar, K. L. M. Mills, C. P. Monty, 
B. B. Mook Sang. M. J. Moore, Ada C. Morrison, M. W. N. Nicholls, 
T. J. Nokes, P. T. Oke. A. O. Olowe,. S. Ovis, E. J. Parker Williams, 
P. H. Pattisson, R. E. Pavillard, Belinda Perry, Gillian R. Perry, J. M 
Phillips, B. M. H. Pidcock, R. M. Pigache A. M. M. Plumptre, J. A 
Porritt, J. C. C. Porter, J. M. Preece. P. C. E. Puddifoot, A. E. Purkis 
S. Ravetto, Edith C. Rees, C. A. Reindorf, E. T. E. Richards, Shirley J 
Richards, P. C. Richardson, Jane C. H. Richings, R. C. Rintoul, M 
Roberts, M. R. G. Robinson, T. R. Robinson, Audrey F. Rogers, E. D. 
Rosen, K. W. Rowden, Elizabeth F. D. Rowswell, J. G. Russell, R 
de K. G. Samuel. Pauline J. Sandison, J. I Sansome D. Segall, 
Marie-Luise B. Scidler I. D. Simpson, Belissa R. Smith, R. P. Snaith. 
\. H. R. Spong. P. G. Stableforth, T. H. F. Staunton, E. Stockdale, I. M 
Stuart, P. A. R. Sukhbir, W. K. Sutton, P. I. Taggart, C. N. Taylor 
J. H. Taylor, J. L. Taylor, R. S. Taylor, H. Teed, J. A. Theobald, E. M 
Thomas, A. G. Thomson, Marlene J. Thrussell, R. J. Tolson, H. M 
Tuddenham, Mary C. Underwood, Jayamance Venkatasamy, R. H. Visick 
Elizabeth A. Vyle. Jean M. Ware, Nancy M. Watts, T. West, J. F 
Whitaker. W. Whitrow, Jane Whybrow, F. T. Whyte-Venables, E. S 
Williams. J. C. I Williams, D. S. Wilson, Maureen M. Winter, D. J 
Wood, Audrey J. N. Woolf, M. J. Young 

‘With honours *Distinguished in pathology Distinguished in medi 
cine ‘Distinguished in applied pharmacology and therapeutics. *Distin- 
guished in surgery *Distinguished in obstetrics and gynaccology. 


The following candidates at the Institute of Psychiatry have 
been approved at the examinations indicated: 


ACADEMIC Postorapuate Diptoma IN PsycHoLogica Mepicine 
Coppen. I. P. James, Naomi I. Penfold. Passed in Part I only: G. K 
MacG. Shaw 


UNIVERSITY OF MANCHESTER 


The following candidates have been approved at the examination 
indicated : 

Finat M.B., Ch.B.—Patricia M. Addison, Mrs. Christine t wee 
G. R. C. Atherley, A. G. Bailey. Shirley A. Batten, J. M. Beazicy. J. C. B 
Bennett, Barbara J. Burbridge. L. Caprio, ]. M. Chadwick. Sheila M Sion 
Winifred E. Dawson, T. G. Egan, G. Evison, D. I. Farquhar, Margaret A 
Griffiths, P. G. Hickson (awarded distinction in medicine), H. A. Hope, 
D. W. Laurie, D. M. Mackinnon, J. Mason, W. H. Mellor, Babette M. J. 
Moorat, J. P. Mumford, Stella M. Parrack, I. C. Ramsay, T. Riley, B. A 
Snowdon, T. C. Stevenson. Marjorie P. Thomas, L. A. Turnbere, R. | 
Walker, Joan Wilkinson, G. M. Wood, J. S. Wootliff 


UNIVERSITY OF BIRMINGHAM 


Dr. J. R. P. Gibbons has been appointed Research Fellow in 
Anatomy from October 1, 1957: Mr. P. Jameson Evans part-time 
Lecturer in Ophthalmology from October 1, 1957; and Dr. J. D. 
Blainey, formerly Lecturer, part-time Lecturer in Experimental 
Pathology (Metabolic Diseases) from September 1, 1957. 

Mr. Charles Rudd resigned his appointment as _ part-time 
Lecturer in Ophthalmology on September 30, 1957 


ROYAL COLLEGE OF PHYSICIANS OF LONDON 


At a quarterly comitia of the College held on October 31 th 
award of the Jenks Memorial Scholarship to Peter John Richard 
son, late of Epsom College, was announced 

Licences to practise were conferred upon the following 117 
candidates who have passed the final examination in medicine, 
surgery, and midwifery of the Conjoint Board and who have 
complied with the by-laws of the College: 


R. B. Alade, Diana P. Almond, G. Alvarez, G. Andem, R. P. Ashiicid 
A. W Asscher, L. K. Barker, D. McW. Barlow. P. H. Beighton, B. 
Bennett. H. Bevan-Jones, H. B. Blackstone, Barbara J. Boucher, L. G. 3S. 
Bourdet. H. P. H. Bower, A. B. Browne, Isobe! J. T. Bryant. P. Bunton, 
4. C. Carter, L. J. Chalstrey, Anne E. Clark. Jennifer A. Clarke. R. t 
Clayton-Jones, G. F. Cockings, R. R. Cox, M. Deane, R. C. Dobbie 
P. M. E. Drury, J. L. Edmondson, P. W. Edwards, B. Elliott, Gillian W 
Evans, J. S. Evans. K. Flintan, P. R. Francis, E A. French, L. Fry 
P. J. Fever. Freda H. Garnett, R. J. Givans. D. T. Goradia. DPD. V 
Gord M. E. J. Hackett, Dorothy I Hall, Gillian C. Hanson, N. A 
Harker, P. G. Hoare, N. E. S. Holden, R. M. Holman. Dorothy Horsfield 
M. B. A. Jackson, D. M. Jenkins, A. W. Jowett, M. Kemmer. J. G 
Lancaster, J. R. Lang, G. V. Lewis, Kathleen M. Lindesay, N. Lis. J. P 
Lissenden, J. O. Lioyd Jones, A. D. MacAdam, Millicent T. B. McGibbon 
IT. McGovern, Margaret M McKerrow, M. J. Mann, P. M. S. Mareand 
Josephine Maybanks, T. F. Meen, E. A. Mebojikwe, J. I. Millar, W. H 
Morton R. S. Nicho I. J. Nokes, S. O'Connell, P. T. Oke, S. Ovis 
D. R. Owen, A. F. Parker. W. B. Peeling, Joan M. Penketh, B. C. B 
Pickles. J. S. Povey. Hilary D. R. Rendle, J. B. Reynolds, Shirley J 
Richards, P. C. Richardson, A. R. Robertson, M. R. G. Robinson, N. F 
Russell, W. J. W. Siddall, G. C. Smith, Shirley P. Smith, R. P. Snaith 
nnifer J. Spurr. I. C. Sutherland, A. Talerman, J. H. Taylor, R. S 
aylor, E. M. Thomas, Marlene J. Thrussell, R. J. Tolson, O. J 
anderpuye, Paula R. Vanstone, Jayamanee Venkatasamy,. Elizabeth A 
vie Anne Y. M. Wadlow, P. J. Waight, K. Walker, G. D. P. Wallen, 
J. Weston, Ingeborg E. I. Williams, R. T. Williams, Maureen M. Winter, 
Barbara E. Wood, Audrey J. N. Woolf, F. C. Worlock 


The following diplomas were granted, jointly with the Royal 
College of Surgeons of England: 


Dietoma in Cutto Heacru.—-D. A. Andrews, Barbara Baxter, and to 
the ther successful candidates whose names are printed below in the 
report of the mecting of the Royal College of Surgeons of Engiand on 
October 10 

Dirptoma IN Mrpicat E. Bennett, A. L. Brown. 
S. N. Chatterjee, L. Delclos, F. Kelly, Lois M. Myers. N. K. Neogy, 
=e O'Kelly, Mary G. Paine, M. A. Qureshi, A. G. Resnekov. E. R. 

atson 


UNIVERSITIES AND COLLEGES Barres 


MEDICAL JOURNAL 


Diplomas in Ophthalmology, in Tropical Medicine and 
Hygiene, in Physical Medicine, and in Industrial Health were 
granted, jointly with the Royal College of Surgeons of England, 
to the successful candidates whose names are printed below in 
the report of the meeting of the Royal College of Surgeons of 
England held on October 10. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


At a meeting of the Council of the College held on October 10, 
with Sir James Paterson Ross, President, in the chair, the 
Mitchiner Medal was presented to Lieutenant-Colonel P. D 
Stewart by the Director-General of the Army Medical Service 
(Lieutenant-General Sir Alexander Drummond) and the Lady 
Cade Medal to Squadron Leader E. J. McGuire by the Director- 
General of the Medical Service of the Royal Air Force (Air 
Marshall P. B. Lee Potter). The Handcock Prize was presented 
to A. W. Asscher, of the London Hospital Medical School. 

The death of Dr. Rudolph Matas (New Orleans), Honorary 
Fellow of the College, was reported. 

A diploma of Fellowship was granted to G, J. Bendeich 

Diplomas of Membership were granted to: G. Andem, Dorothy 
L. Hall, J. R. Lang, Jayamanee Venkatasamy, and F.C. Worlock, 

Diplomas of Fellowship of the Faculty of Anaesthetists were 
granted as follows: 


Peegy J. Clark-Roberts, T. V. Campkin, Marion E. Record, J. R. E 
Jenkins, R. M. Whelan, Shirley F. Dauncey. J. S. Ogilvie, C. D. Sanders, 
R. G. Milne. C. R. Climic, Pauline W. Balmer, J. D. Bird, W. H. 
Cochrane, G. W. Burton, D. C. C. Stark, Beatrice M. Evans, D. C. 
Hodgson. R. King, Angela Mathie, J. V. 1. Young, T. W. Baillic, G. J 
Carroll, D. A. Walmsiey. 


Other Diplomas were granted, jointly with the Royal College 
of Physicians of London, as follows: 


DiptoMa IN R. Asregadoo, S. M. Beie, G. P 
Chattopadhyay, R. Dalgleish. A. Das Sarkar, L. C. Dutta, Z. Gelman 
J. K. G. Grieves, W. D. E. Hamilton, R. Harrison, Rosemary Haw 
D. G. Johnston. M. H. Luntz, M. K. Menon, C. A. L. Palmer, J. 1 
Pearce. G. R. A. Raad. G. N. Saha, M. S. Sampath, U. C. K. Satsann 
H. A. Stein, E. St. E. Thompson, T. N. Ursekar, E. H. Wal ace 

Dietoma Heactn.-P. S. Agarwal, Inez R. Aldous, D. 
Al-Faddagh,. P. G. Allen, G. L. Asherson, S. A. Baban, Dorothy F. Bate 
P. C. Bopaiah, Giscla Boss, P. W. S. Broughton, P. G. T. Bye, J. R. | 
Carstairs, H. G. Crofts. P. L. de la Harpe. A. H. J. Dobson, W. D 
Elliott, P. H. Fricdlander. G. F. Gearty. D. D. Gibbs, Janct Goodall 
M. J. Harris. Syivic M. Harrison, Elva G. Haynes, Mary M. Heat, F. N. ¢ 
Ho. Julia C. Hurford, J. Insley, M. O. P. Iyengar, Lakshmi Janaki, 
B. R. Jha, Kathleen M. Jones, G. E. Kennedy. M. R. Khan, S. R. Khan, 
P. J. Kine. D. T. Jones, Christine Kirby. S-T. Kwan, F. A. Lanewala, G. M 
Lewis, Muriel M. Lingwood, K. E. Lovell. C. Lydon, J. Meclntosh, J. B 
MecWhinnie, P. K. A. McWilliam, Vio'ct Ma Khin Kyi, G. N. Marsh 
K. D. Mason, Eve M. Mawdsley, J. Meecham. J. N. Mishra, Rafiga G 
Mohammad, Joan M. Montague, Violet V. M. Moody, S. Nagaswami, 
Cc. G. H. Newman, Margaret E. Noad, G. D. Officer, Eileen M. O'Neill, 
J. W. Platt. D. A. Pottinger, Mary Price, D. S. C. Procter, M. Rafaat 
Hamedani, H. A. I, Reay, C. R. Sexton, Monica Shackleton, A. A. Shaikh 
Margaret H. Smith, B. W. Stein, E. R. H. Tennant, M. K. Thomas, P. 
Tiwary. Wanda Trowsdale. M. B. Watts. H. J. Weston, D. S. Wijesingh 
H. B. Wong, Ethel M. Wright 

Diproma IN Tropical Meotcine HyGtene.--C. Achuthan, K. M 
Ahmad, T. A. Al-Amin, M. A. Almani, A. G. Baloch, A. N. Bhatt, A 
Bhoomkar, S. I 4. Bokhari, R. H. Cox, J. M. Deka, K. C. Duraijah, 
H. S. El-Dabbagh, B. K. Gupta, L. Hall, V. K. Jain, &. Lyngdoh, ©. P 
Mahaian, Olga H. Mendis, N. Mishra, G. L. Money, P. K. Mukherjee, 
A. Nagaraj, J. K. Nayar, Elizabeth S. Ordish, M. R. Pandey, A. G. Pasha, 
K. M. Patel. V. R. Patel, A. Qadir, M. J. Robertson, I. B. Roy Chowdhury, 
Karolina Schonenberger, M. Shareef, M. P. Singh, G. H. J. Teichler, 
Margaret H. Tripp. S. A. Wahid, D. E. Worsley 

DipLOMA IN Prysical MEDICINE A. W. Burnell, A. L. Bass 

DiptomMa IN INDUSTRIAL Heattu.—J. P. Crowdy 


At a meeting of the Council of the College held on November 
14, with Sir James Paterson Ross, President, in the chair, the 
Begley Prize was awarded to Philip A. Evans, of King’s College 
Hospital Medical School. 

Diplomas in Medical Radiotherapy and in Child Health were 
granted, jointly with the Royal College of Physicians of London, 
to the successful candidates whose names are printed above in the 
report of the meeting of the Royal College of Physicians of 
London held on October 31. 


Vital Statistics 


Week Ending January 11 

The largest falls in the notifications of infectious diseases 
in England and Wales during the week ending January I! 
were 628 for measles, from 3,516 to 2,888, 150 for scarlet 
fever, from 651 to 501, and 49 for acute pneumonia, from 
1,341 to 1,292; only small rises were recorded, 28 for 
dysentery, from 546 to 574, and 15 for whooping-cougb, 
from 445 to 460. 
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The largest falls in the incidence of measles were 121 in 
Kent, from 201 to 80, 120 in Staffordshire, from 154 to 
34. and 71 in Denbighshire, from 102 to 31; the chief 
exception to the decreasing trend was a rise of 48 in Derby- 
shire. from 83 to 131. Small decreases in the number of 
notifications of scarlet fever occurred throughout the 
country ; the largest fall was 40 in Essex, from 72 to 32. 
The largest fluctuation in the trends of whooping-cough 
was a fall of 30 in London, from 47 to 17. 7 cases of 
diphtheria were notified, being | more than in the preceding 
week : 3 of the cases were notified from Barrow-in-Furness 
C.B. A small fall in the incidence of acute pneumonia was 
reported throughout the country with the exception of the 
south-east and south-west counties, where 279 cases were 
notified compared with 214 in the preceding week. 

The notifications of acute poliomyelitis numbered 36, 
the same as in the preceding week, and the number of 
paralytic cases, 28, and non-paralytic cases, 8, was the 
same. The largest returns were 3 in the counties of Devon- 
shire and Essex. 

The largest rises in the returns for dysentery were 48 in 
Durham and 25 in Lancashire. The chief centres of infec- 
tion during the week were Lancashire 169 (Oldham C.B. 51, 
Liverpool C.B. 29, Manchester C.B. 28, Middleton M.B. 11. 
Lancaster M.B. 10), London 119 (Islington 30, Lewisham 17, 
Stoke Newington 17, Fulham 14), Yorkshire West Riding 88 
(Sheffield C.B. 25, Barnsley C.B. 19, Bradford C.B. 15). 
Durham 53 (Sunderland C.B. 19), and Sussex 18. 

The notifications of food-poisoning numbered 139 and 
were 2 more than in the preceding week. The largest 


return was 55 in 


Yorkshire West 
Riding (Hudders- 


field C.B. 43). 


Influenza and 
Pneumonia 
While the deaths 
from influenza 
were at an un- 
usually high level 
and continued to 
increase Eng- 
land and Wales in 
the week ending 
é January 11, num- 


LONDON 68 
S. EASTERN bers of deaths 


ll from pneumonia 

ar si of deaths from in- 


Deaths from influenza plus pneumonia fluenza in the great 
as percentage of deaths from all causes towns were as fol- 


in week ending January 4. lows, with the 
figures for the 
SY previous week in 
parenthe ses: Eng- 
land and Wales 

{ 155 (143), Scotland 


2 (3), Northern Ire- 
land 0 (0), and Eire 
4 (5). Deaths from 
pneumonia were as 
follows: England 
and Wales 678 
}? MIDLAND \ (752). Scotland 61 
(41), Northern Ire- 
J land 12 (21), and 


Fire 11 (21). The 
accompanying 
and pneumonia 


deaths as a_ per- 
centage of deaths 
from all causes 


Deaths from influenza plus pneumonia 
as percentage of deaths from all causes 
in week ending January 11. 


VITAL STATISTICS 231 


Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases 
(deaths for influenza) of certain diseases notified weekly in 
England and Wales (great towns for influenza). Highest 
and lowest figures reported in each week during the years 
1948-56 (influenza, 1952-6) are shown thus .------ , the 
figures for 1957-8 thus Except for the curves 
showing notifications in 1957-8, the graphs were prepared 
at the Department of Medical Statistics and Epidemiology, 
London School of Hygiene and Tropical Medicine. 
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{NFECTIOUS DISEASES AND VITAL STATISTICS 
Summary for British Isles for week ending January 4 
(No. 1) and corresponding week 1957. 

Figures of cases are for the countries shown and London administrative 
county Figures of deaths and births are for the 160 great towns in 
England and Wales (London included). London administrative county, the 
17? principal towns in Scotland, the 10 principal towns in Northern Ireland, 
and the 14 principal towns in Eire 

\ blank space denotes disease not notifiable or no return available 

The table is based on information supplied by the Registrars-Gencral of 
England and Wales, Scotland, N. Ireland, and Fire, the Ministry of Health 
snd Local Government of N. Ireland, and the Department of Health of Eirc 
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1958 1987 
CASES 
and London = 2s 5 
us ad Zz a ws ol a 
Diphtheria 6 ? 0 3 ? 0 ! 
Dysentery $46 130 G8 14 ; S35 43 133 3 I 
Encephalitis, acute 2 0 0 " 0 0 
1 ‘teric fever 
Typhoid 1 1 0 0 ? 0 0 
Paratyphoid 8 0 0 0 3 ? 0 0 
eod-poisoning 137 17 4 0 143 23 14 1 
infective enteritis or 
diarrhoea under 
2 vears ae 
Measles * 3.516 | 48 13110970 7O8 146 323 123 
Meningococcal in- 
Ophthalmia neona 
forum 37 3 0 32 2? 4 0 
Pneumonia 1.341 123 386 9 17 644 S? 323 19 i 


Poliomyelitis, acute 


- > 
Paralytic 0 ‘ 3 44 4 ¢ 0 ) 
Non-paralvtic 8 0 19 - 
Puerperal fever § 209 47 4 0 190 3s 8 ; 
Scarlet fever 43 sR | $72 23 
Tuberculosis 
Respiratory 481 S40 SO 12 §37 S7 69 13 
Non-respiratory S4 4 6 2 60 3 13 2 
W hooping-cough 445 47 24 3 2 2,109 126 279 i so 
1958 1987 
ATHS - 
in Great Towns = i= 2 = » 
as al 7 us 7 
Diphtheria 0 0 0 0 0 0 0 0 0 0 
Dy sentery 0 0 0 0 0 0 
Encephalitis, acute 0 0 ! 0 
Enteric fever 0 0 0 0 0 0 0 0 
infective enteritis or 
arrhoea under 
2 vears 7 0 0 0 > § 0 0 1 
Influenza 143 27 0 ! 4 0 2 
Measle 0 0 0 0 0 
Nleningococca n 
on 0 1 0 0 
Pneu 782 #137 41 | 21 1 1? 
Poliomyelitis, acute 2 0 0 0 4 l 0 
Scarlet teve 0 0 0 0 0 0 0 0 
Tuberculosis 
Non-re atory ! 0 0 0 0 } 0 0 
“ ping-cough 0 0 0 0 o| ! 0 0 0 0 
ea 0-1 year 272 33 10 27| 251 2 
Deaths excluding 
births) 8.206 1320 702 123 271] 6.764 945 62 176 2 
LIVE BIRTHS 1.039 1385 940 265 317 1052 1434 1015 281 444 
STILLBIRTHS 189 30 24 213° 32 
"M t 1t notifiable in Scotland. whence returns are approxima 
! Je primar and influenzal pneumonia 
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Medical News 


R.A.M.C.’s Diamond Jubilee.—In honour of the diamond 
jubilee of the R.A.M.C. and the golden jubilee of the Terri- 
torial Army, both of which fall this year, the officers of 
the medical services of the 56 (London) Infantry Division, 
l.A.. gave a reception at the Royal College of Surgeons on 
January 20. The guests were received by Colonel J. A. 
DupGeon, A.D.M.S. of the Division, and Mrs. DupcGeon. 
1958 is the 60th anniversary of the occasion when a deputa- 
tion from the British Medical Association waited upon 
Lord Lansdowne, the then Secretary of State for War, and 
recommended the formation of an Army Medical Corps. 
The deputation expressed the hope “* that Her Majesty might 
be graciously pleased to convert such a corps by Her 
authority into a Royal Corps. (British Medical 
Journal, 1898, 1, 330). The Royal Army Medical Corps 
was formed in June, 1898. Among the guests at the recep- 
tion were the Lord Mayor of London, the President of the 
Royal College of Surgeons, the Director-General of Army 
Medical Services, and the Secretary of the B.M.A. 


Association for Child Psychology and Psychiatry.—This 
association was founded at a meeting held in London on 
December 5. Dr. EMANUEL MILLER being elected chairman 
for 1958. Its objects are the scientific study of all matters 
concerning the mental health and development of children 
through the medium of meetings and the establishment of a 
iournal. Membership is open to qualified workers, such as 
child psychologists, paediatricians, child psychiatrists, child 
psycho-analysts, child psychotherapists. and social workers. 
and to professionally qualified persons in related fields. The 
association hopes to provide a common platform for all those 
involved in the study of childhood, and plans to affiliate to 
the International Association for Child Psychiatry and Allied 
Professions. Further information may be obtained from 
the hon. secretary, Dr. H. P. Hi-peBRAND, Ph.D.. 8, Brondes- 
bury Court, Willesden Lane, London, N.W.2. 


World Health Organization.—C zechoslovakia has resumed 
active participation in the work of W.H.O This was 
announced from Geneva on January 10. Only three of the 
nine Eastern European States which withdrew in 1949 and 
1950 now remain inactive. On January 14 the W.H.O 
executive board, under the chairmanship of Sir JoHN 
CHARLES, began its scrutiny of the director-general’s pro- 
gramme and budget for 1959. The board will also consider a 
global five-year plan for the eradication of malaria. This 
vear the United States is contributing $23.3m. to malaria 
eradication, $16.3m. of it through International Co-opera- 
tion Administration programmes, the remainder having been 
given last month direct to W.H.O. ($5m.) and to the Pan- 
American Sanitary Bureau ($2m.), W.H.O.'s regional office 
in the American continent. 


Chair of Surgery, Adelaide.—Professor R. P. 
professor of surgery at Sheffield University, has been 
appointed to the chair of surgery at Adelaide University. 
He expects to take up his appointment in October.  Pro- 
fessor Jepson. who is 39, graduated from Mancheste! 
University B.Sc. in 1938 and M.B., Ch.B. in 1941. During 
the war he served in the R.A.M.C. as a neurosurgeon, and 
in 1947 he obtained the F.R.C.S. Before his appointment 
to the chair of surgery at Sheffield in 1954 he was a 
Commonwealth Fund Fellow, and reader in surgery at 
Manchester University. 


Chair of Social Medicine, Aberdeen.—Dr. | M. 
BACKETT, senior lecturer in social medicine at Guy's Hos- 
pital and the London School of Hygiene and Tropical Medi- 
cine, has been appointed as the first occupant of the new 
chair of public health and social medicine at Aberdeen 
Dr. Backett is expected to take up his appointment in Octo- 
ber. He graduated from London University B.Sc. and M.B.. 
B.S. in 1944, later obtaining the M.R.C.P. and D-P.H. 
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Dr. Backett was previously a Nuffield fellow in social medi- 
cine, a member of the M.R.C. Social Medicine Research 
Unit, and a lecturer in social medicine at Queen’s University, 
Belfast. 

Royal Anthropological Institute—Dr. J. A. Fraser 
RoBerTS has been elected president of the Institute in succes- 
sion to Lord RAGLAN. Dr. Fraser Roberts is director of the 
Medical Research Council's clinical genetics research unit 
and also lecturer in medical genetics at the London School 
of Hygiene and Tropical Medicine. 

Council of Pharmaceutical Society Privy Council 
has reappointed Dr. B. A. YouNG, physician-superintendent 
of St. Alfege’s Hospital, London, Professor A. D. 
MACDONALD, professor of materia medica at Manchester, and 
Dr. W. LANe-PerTer, director of the Laboratory Animals 
Bureau, as additional members of the council of the Pharma- 
ceutical Society of Great Britain. Ther appointments are 
for four years. 


D.D.-G. R.A.F. Medical Services—Air Commodore 
G. A. M. KNIGHT has been appointed Deputy Director- 
General of Medical Services at the Air Ministry, with the 
acting rank of Air Vice-Marshal. His appointment is from 
March 28. 


Medical Secretary to ILM.A.—tThe Irish Medical Associa- 
tion is advertising for a medical secretary. Further details 
are given in our advertisement pages (p. 34). 


COMING EVENTS 


Milroy Lectures.—Dr. Cicrty D. Wittiams will lecture 
at 5 p.m. on February 4 and 6, at the Royal College of 
Physicians. Her subject will be “Social Medicine in 
Developing Countries.” 

B.B.C. Television—A new weekly series “ Your Life in 
Their Hands,” commencing February 11 (9.30 p.m.), will 
illustrate research and treatment in hospitals in England, 
Scotland, and Wales 


International College of Surgeons.—1Ith biennial inter- 
national congress in conjunction with the 23rd annual con- 
gress of the North American Federation, Los Angeles, 
March 9-14. College, 1516, Lake Shore Drive. Chicago, 10, 
Illinois. 


“The Frontal Lobes.”—Whole-day symposium arranged 
by department of psychological medicine, Liverpool Univer- 
sity, March 22. Further details from Dr. H. Jarvie, 77, 
Bedford Street South, Liverpool, 7. 


Cremation Society.—Annual conference, June 24-26. at 
Lytham St. Annes 


American College of Chest Physicians.—tfifth inter- 
national congress, September 7-11, in Tokyo. Details from 
the executive director of the College, 112. East Chestnut 
Street, Chicago, 11 


International Congress of Radiation Research.—Vermont 
University, U.S.A., August 10-16. Sponsored jointly by 
the National Academy of Sciences and the Radiation Re- 
search Society with the European Committee on Radio- 
biology. Details from Dr. H. M. Patr. Argonne National 
Laboratory, P.O, Box 299, Lemont, Illinois, U.S.A. 


Central Council for the Care of Cripples.—Siudy tour 
(Devonshire and the South-west), September 17-25. Details 
from the secretary of the Council, 34, Eccleston Square. 
London, S.W.1! 


International Goitre Conference.—The London Thyroid 
Club and the American Goiter Association announce that 
the Fourth International Conference on Goitre will be held 
at the Royal College of Surgeons of England in July, 1960. 
Those wishing to submit papers for consideration by the 
programme committee should write to Mr. SELWYN TAYLOR, 
np S.. 3. Roedean Crescent, Roehampton, London, 
S.W.15 
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NEW ISSUES 
SPECIALIST JOURNALS AND ABSTRACTS 


All the journals listed below are obtainable from the Publishing 
Manager, B.M.A. House, Tavistock Square, London, W.C.1. 


British Heart Journal.__Issued quarterly (£3 annually). The 
new issue, Vol. 20, No. 1, includes : 


ASYMMETRICAL HYPERTROPHY OF THE HEART IN YOUNG ADULTS. Donald 
Teare. 

Carpiac Syncope IN Atrial Seprat Derecr. Cornclio Papp. 

FIBRINOLYSIS IN MYOCARDIAL INFARCTION. Robert Hume. 

THe Errects oF ACUTE CARDIAC INFARCTION AND OF HEPARIN THERAPY ON 
THE Lipoproteins. E. M. M. Besterman. 

THe IN Aortic Stenosis. Zahira H. Abdin. 

THe ELeCTROCARDIOGRAM IN PULMONARY EMBOLISM. Robert H. Cutforth 
and Samuel Oram. 

AUSCULTATION IN PaTenr Ductus ArTeriosus: WITH A DESCRIPTION OF 
Two SIMULATING Patent Ductus. Catherine Neill and 
Patrick Mounsey 

ReSTENOSIS OF fHe MriTRaL Vatve. J. R. Belcher. 

Coronary Heart DISEASE IN THE PRESENCE OF PULMONARY Dtsease. Arthur 
J. Thomas 

Patency OF THE DucTUS ARTERIOSUS IN THE NeWBORN CALP AND FOAL 
E. C. Amoroso, G. S. Dawes, and Joan C. Mott. 

THe Natrurat History or VentRICULAR SeptaL Derect. L. Brotmacher 
and Maurice Campbell. 

EvatuatTion OF Dye INsyectton Metruops in ConGenttaL Heart Disease. 
W. Falholt and J. Fabricius 

DISAPPEARANCE OF PATHOLOGICAL Q Waves AFTER CARDIAC INFARCTION 

P. Pappas. 

ELPCTROCARDIOGRAPHIC DIAGNOSIS OF RIGHT VENTRICULAR HYPERTROPHY 
IN INFANCY «ND A. Hollman. 

Tut NationaL Heart Hospitat 1857-1957. 


Annals of the Rheumatic Diseases.—Issucd quarterly (£3 
annually). The new issue, Vol. 16, No. 4, includes: 


Course AND PROGNOSIS IN RHEUMATOID ARTHRITIS. J. J. R. Duthie, P. E. 
Brown, J. D. E. Knox, and M. Thompson 

EVALUATION OF Uricosuric AGENTS IN Curonic Gout. M. A. Ogryzlo and 
Joan Harrison. 
Curmicat CONNectIve Tissue CHANGES IN 
Musctes. P. Brendstrup. K. Jespersen, and G. Asboe-Hansen. 
EXPERIMENTAL INVESTIGATIONS INTO THE HAPMAGGLUTINATING FACTOR IN 
BLoop Jotnr FLUID IN RHEUMATOID ARTHRITIS. Nanna Svartz 
EVALUATION OF A QUALITATIVE PRECIPITATION REACTION FOR THE Detec- 
TION OF THE RHFUMATOID Factor. Wallace V. Epstein, Ephraim P 
Engleman, and Margaret Ross. 

GENERALIZED ARTICULAR CALCINOSIS. Manuel Losada L, Fernando Cox I 
Julio Rodriguez V. Eduardo Ronban T, and Luis Silva R. 

REHABILITATION IN ArTHRiTIC Diseases. J. P. Gofton. 

AMYLOID Disease COMPLICATING ANKYLOSING SPONDYLITIS. Martin E. H 
Halford and C. Justin Clark 

IN Vitro Stupies ON SYNOVIAL MeMBrRANF. J. T. M. Dingle and D. P. Pagc 
Thomas 

NeuropatHy RueuMAroID Disease. F. Dudley Hart. J. R. Golding 
and D. H. Mackenzie. 

CORTISONE AND SALIcyLATes IN CHrontc RELAPSING RHEUMATIC CARDITIS. 
J. Lorber. K. S. Holt, John Rendle-Short, and R. S. Illingworth. 
RADIOLOGICAL ASSESSMENT OF RHEUMATOID ArrurRitis. J. H. Kellgren and 

S. Lawrence. 
RADIOLOGICAL ASSPSSMENT OF OsTEO-aRTHROsSIS. J. H. Kellgren and J. S$ 
Lawrence. 
Histiocytic Bone Joint Disease. B. M. Ansell and E. G. L. Bywaters 


Archives of Disease in Childhood.—Issued six times a year 
(£4 4s. annually). The new issue, Vol. 32, No. 166, includes: 


THe TREATMENT OF OFSOPHAGEAL Einar Sandegdrd. 

Hepatic HAEMORRHAGE IN THE Newporn. J. J. Mason Brown. 

TRAUMATIC INTRAMURAL HAPMATOMA OF THE PROXIMAL JeyUNAL Loop 
PF. H. Robarts. 

Heap INsurtes CuitpHoop. Phillip Harris 

INJURIES INVOLVING THE TEFTH AND Jaws IN YOUNG CHILDREN. W. Donald 
MacLennan 

THE PREVENTION OF ACCIDENTS IN CHILDHOOD IN SwepeN. Th Ehrenpreis. 

COMMUNITY ASPFCTS OF TRAUMA IN CHILDHOOD. J. H. F. Brotherston. 

THe ReSUSCTTATION OF BURNED CHitpren. A. D. R. Batchelor. 

SPONTANTOUS DISLOCATION OF THE CERVICAL SPINE IN CritpHoop. R. M. I 
Mackay 

THe SurRGeRY oF Premature INFANTS. P. P. Rickham 

THe or ConGcenitat RiInG Constrictions. Denis Browne 

\ TREATMENT OF UNDESCENDFD TesTICLE IN INFANCY. C. G. Scorer. 

BACTEROIDES INFECTION IN THE SURGERY OF CHILDHOOD. A. A. Gunn. 


British Journal of Preventive and Social Medicine.—Issued 
quarterly (£3 annually). The new issue, Vol. 11, No. 4, includes: 


INVESTIGATION OF THE Mepical AND Soctat Neeps OF PATIENTS IN MPNTAL 
Hosprtats. I. CLASSIFICATION OF PATIFNTS ACCORDING TO THE TYPE 
or Instirurtion Reourrep FoR Tuer Care. F, N. Garratt, C. R 
Lowe, and Thomas McKeown 

A Stupy or 137 Cases OF ANENCEPHALY. Victoria P. Coffey and W. J, E 
Jessop 

Soctat Crass  Graptent Scurzopurenta, Lilli Stein 

INCIDENCE OF NeUROSIS IN A New Houstne Estate. F. M. Martin, J. H. F 
Brotherston, and S. P. W. Chave. 

RELATION BrrweeN MATERNAL AGE AT PARTURITION AND INCIDENCE OF 
MENTAL DtsorprR IN THE OFFSPRING. N. Goodman. 

ABO BLoop Groups AND BRONCHOPNEUMONIA IN CHILDREN. Cedric Carter 
and Barbara Heslop 

AN INVESTIGATION OF THE GROWTH OF CHILDREN AT AN OPEN AtR SCHOO! 
W. H. Hammond and J. A. Gillet. 
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British Journal of Venereal Diseases.—Issucd quarterly (t3 
annually). The new issue, Vol. 33, No. 4, includes : 


XI INTERNATIONAL CONGRESS OF SrockHoim, 1957 

Sensitiviry TO REPOSITORY PFNICILLINS R. R. Willcox and G. R. Fryers 

UNTREATED SYPHILIS F. S. Bonugli 

Non-Gonococcat URETHRITIS R. S. Morton and Lucien Read 

ComMMoN ConTaGious Diseases wit REFERENCE TO THE 
1ro-ReENSTIORNA AND Fret Tests. Donald E. Tyler 

PRESENT PaTToRN OF Earty SYPHILIS IN THE MANCHESTER REGION Il 
INFFCTION AND THE PROSTITUTE S. M. Laird. 

Non-conococceaL Urerueitis THE Mate TREATED WITH TETRACYCLINE 
G. O. Mayne 

Iwo Cases oF Prriweat Fistuta FottowinG M. A. Birn- 
stinel, J. D. Griffiths, C. S. Nicol, and A. Redmond. 

Syntuetic Leciruins in VDRL AND KoOLM R ANTIGENS FOR THE 
SERO-DIAGNOSIS OF Sypuitts. David B. Tonks and Rovelle H. Allen 

CaLcuLtus tN THE EptpipymMis FOLLOWING BILATERAL SYPHILITIC ORCHITis. 
Robert Lees 

Errect or Sypnitis In RABBITS Henning 
Schmidt, Lise Dorph-Petersen, and Michac! Weis Bentzon. 


Ophthalmic Literature.—Issued six times a year (£4 4s. annually, 
or in the combination with British Journal of Ophthalmology £9). 
The new issue, Vol. 11, No. 2, contains a comprehensive selection 
of abstracts of the literature on ophthalmology and related 
subjects. 

Abstracts of World Medicine.—lIssucd in the first week of 
each month, this journal contains abstracts of important papers 
selected from the current medical literature of the world. Annual 
subscription £4 4s 


SOCIETIES AND LECTURES 


attending lectures marked ©@. 
ion concerned 


A fee is charged or a ticket is required for 
Application should be made first to the institut 


Monday, January 27 
Guy's Hospital p.m., Endocrine Demonstration: Hyperparathyroidism 
Guest speaker Professor C. E. Dent 


MANCHESTER Mepicat Soctety.—(1) Section OF ODONTOLCGY At Lecture 
Room, Dental Hospital. § p.m., Dr. G. B. Mannine: De Mortuis. (2) 
SecTiION OF Gon RAL Practict At Large Anatomy Theatre, Manchester 


University. 9 p.m.. Dr. A. Holzel Allergies in Children 

Postoxapuate Mepicat or LONDON.—4 p.m Dr. J. Marshall 
Some Observations on Spontaneous and Induced Paracsthesiae in the 
Upper Limb 

Tuesday, January 28 

B.B.C. Programe p.m 
Theory and Practice in Child Guidance 

Poston souate Mepicat Feperation.—At London School of 
Hyviene and Tropical Medicine, 5.30 p.m., Dr. J. A. Fraser Roberts 


Frontiers of Psychiatry No. 4 


Blood-eroup Genctics 
INSTITUTE OF DERMATOLOGY 5.30 p.m., Dr. G. C. Wells: Cutancous 


Roy at Army Mepicat CoLirG 5 p.m., Dr. W. E. Lloyd: Observations 
of Round Foci Revealed by Chest Radiovraphy 
Rovat SURG"ONS OF ENGLAND.—S p.m., Arris and Gaile Lecture 


by Dr. D. H. M. Woo'lam: Experimental Approach to the Problem 
neenital Malformations 

RovaL Sratistican Soctety: Mepicat Sectrion.—At Westminster Medica 
Sch <30 p.m... Dr D. D. Reid: Mortality of Miners 

St Mary's Hosptrat MepicaL At Wricht-Fleming Institute 
Theatre. p.m.. Sir Georve Pick Hypertension in Pregnancy 

West Enp Hosprrat For Neus GY AND NEUROSURGERY 7 p.m... Dr 
J. N. Milnes neurolovical d nstration, 


Wednesday, January 29 
INstITUTe OF p.m., Dr. H. Haber: Hamartomata 


« 


INSTITUT! Drseas THE CHEST p.m., Dr. I. S. Lonamuir: Some 
Aspect Tissue Respiration 

INSTITUT pF Urotoay 4.39 for 5 p.m., Dr. R. C. B. Puch Testicular 
Tumours 

G>RON Soctety.—At Moyne Institute. 8.30 p.m., Dr. George 
Adar D pme Geriatric Services in Pelfas 

PostorapuaTe Mepicat Scnoot or Lonpon.-—2 p.m., Professor L. J. Witts 

by Professor A. Sors Experimental Devencration of the Retina 

Royat FacutTy OF PHYSICIANS AND SURGEONS OF GLa‘GOW pm 
Walker Lecture by Sir Roy Cameron, F.R.S Problem of  Biliars 
Cirrhosis 


Thursday, January 30 
MepicaL Frprration At London School 
s¢ and Tropical Medicine, 5.30 p.m., Dr. Edith Bulbring: Physiology 
Pharmacolo’y of Intestinal Smooth Muscle 
DremarTot p.m... Dr. C. D. Cainan: Drue Allerey 


Su"G°ONS OF ENCLAND Pp Hunterian Lecture by 
Professor G. F. Murnaghan: Mechanism of Congenital Hydronephrosis 
Rovat Eve Hosptra 5.15 p.m... Dr. T. H. Whittington: Astigmatism 
and As’ i Le 
Royat Sratisticat, Leicester Group At Room 104, Leicester 
Colleve of Techno'o*y. The Newarke, Leicester, 7 p.m Dr. W. S 


ry At Lecture Theatre, Physiolocy Department 
s Wynd, Dundee. 5 p.m... Sir Gordon R. Camero 


Queen's Co ce Sr n 
F.RS Chemical Mediation of Inflammation 

Fridav, January 31 

CamprinGgt Mvpicat SOcETY Art Addenbrooke's Hospital, 3 p.m.. annua 


general meeting Professor J. B. Kinmonth: Some Aspects of Vascular 


INSTITUTE OF DERMATOLOGY 5 


30 p.m... Dr. F. R. Bettley: clinical demon 
soret 
INSTITUT? Diseases or THe Curest 5 pm., Dr. F. H. Scadding 


Jemonstration 


clinical 


MEDICAL NEWS 


INSTITUTE OF LARYNGOLOGY AND OTOLOGY.—5.30 p.m., clinical demonstra. 
tion by Mr. G. H. Howells: Malignant Diseases of the Accessory Sinuses, 

PrymMoutH Mepicat Society.-At Freedom Fields, 8.30 p.m., Dr. L. ¢ 
Hill: Pain in the Rheumatic .Diseases 

Postorapuate Mepicat Scnoot oF Lonpon.—{1) 10 a.m., Mr. Cecil 
Flemming: Observations on Secondary Carcinoma in Bone () 4 p.m. 
Dr. K. W. Donald: Haemodynamic Changes in Mitral Stenosis and the 
Findings after Opcration 

Royal Meoicat Socitcry, EpinsurGgu.—-8 p.m., dissertation by Mr. A. W 
Dellipiani: Hepatic Cirrhosis 


Saturday, February 1 
Miptanpd THoracic Socirty.—At Birmingham Chest Clinic, Mr. V. 
Thompson: Carcinoma of the Lung. 


APPOINTMENTS 


East ANGLIAN ReGionat Hospitat Boarp.—J. N. Agate, M.D., M.R.CP., 
Consultant Physician in Geriatrics, Ipswich and East Suffolk Hospital 
Group : B. B. Milstein M.B.. B.S., F.R.C.S., Consultant Thoracic Sur-eon, 
Papworth Hospital; J. A. Adams, M.B., Ch.B., Surgical Registrar, Peter 
borough Memorial Hospital; K. Pershad, M.B., B.S., D.T.M., Medical 
Registrar, Peterborough Hospital Group; G. Z. Shenouda, M.B.. B.Ch 
Surgical Registrar West Norfolk and Kine’s Lynn General Hospital; J. W 
Garry. M.B.. B.Ch., D.P.M., Senior Registrar in Psychiatry, Suffolk Mental 
Hospitals; A. S. Parikh, M.B., B.S., R.C.S., Surgical Registrar, Peter- 
borough Memoria! Hospital. 

Mancnester Reoronat Hosptrat Boarn.--S. Smith, M.D.. MR.CP., 
D.P.M., Maximum part-time Consultant Psychiatrist and Medical Superin. 
tendent, Lancaster Moor Hospital; P. K. Ganeuli, M.B., B.S., D.M.R.D 
D.M.R.T., Maximum part-time Consultant Radiologist, Burnicy and Distric 
Hospitals; Isabella R. Paterson, M.R.C.S., L.R.C.P., D.A.. Maximum 
part-time Assistant Anaesthetist (S.H.M.O.), Barrow and Furness Hospitals ; 

Harrison. M.D. F.R.C.S., D.L.O., Consultant Ear, Nose. and Throat 
Surgcon, Stockport and Buxton Groun of Hospitals (cight half-days weekly) 

Marttrinoty, S., M.B., B.S., M.R.C.P., D.Phys.Med., Assistant Physician 
in the Department of Physical Medicine and Rheumatism, the Middlesex 
Hospital, London 

SOUTH-WESTERN ReGionat Hospirat Boarp.-—D. O. Hancock, M.B., B.S 
F.R.C.S.Ed Registrar in Department of Neurolovical Surzery, Frenchay 
Hospital. Bristol; B. P. O'Flynn, M.B.,. B.Ch., Registrar in Patho'ogy two 
Bath Group of Hospitals; J. H. Simpson, M.D., M.R.C.P., Consultan 
Physician with an inrerest in Geriatrics in the Exeter Clinical Area ; H. P. L 

M.B.. B.S.. D.A.. D Obst.R.C.0.G Anaes*hetic Revistrar to Bath 
Group of Hospitals : D. S, Leitch, M.B., B.S., Surgical Registrar at Chelten- 
ham General Hospital: W. O. S. Phillipps, M.B., Ch.B F.R.C.S.Ed 
Surgical Revistrar at South Devon and East Cornwall Hospital, Plymouth 

Witoman, J. H., M.R.C.S., L.R.C.P., D.P.H., Medical Officer of Health 
to the Borough of Dartmouth and the Urban Districts of Paivnton and 
Brixham and Assistant County Medical Officer, Devon County Council. 


Falla 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Rarclay-Hobbs.—On January ‘2. 1958. in Perth, to Daina, wife of John 
Barclay-Hobbs, M.B., F.R.C.S., of 7. Canning Beach Road, Applecross, 
Perth, Western Australia, a daughter—Jennifer Joy 


DEATHS 


Francis.—On December 26, 1957, in hospital, Windsor, Berks, Arth 
Edward Francis, MR.C.S., L.R.C.P., late of Bengal. India 

James.—On December 23. 1957, Gwilym Prosser Wozencroft James 
O.B.E., M.R.C.S., L.R.C.P., D.P.H., of The Beeches, Bargate Street 


Jepson.—On December 29, 1957. in a London hospital. Alfred Charles 
Jepson. B.Ch.. L.R.C P.. of Lingfield. Hindhead. Surrey 
Larkin.—-On January 1. 1958 at Guy's Hospital, London, S.E., Reginald 
McGarvey.—-On December 29 195 at his home, Wells, Som, John 

M:Garvey. M.B. BCh 
Meliwrick.—-On December 20, 1957, Francis Cec McNab Mcliwrick 
MB Ch.B 


MacLaren.—On December 21 1957, in nursing-home, Edinburch 
Gertrude Duncan MacLaren, M.B., Ch.B., D.P.H., late of Pulborough 
Sussex 


Nash.—On December 18. 1957, at Wood End, Greenwood Avenue, Park 
ston Dorset. Ryder Percival Nash. O B.E., F.R.C.S Ed 

Paterson..-On De-ember 24, 1957, at his home, The Gabics, Haddenham 
Bucks, Thomas Wi'liam Staniforth Paterson. M B.. B Ch 

Richardson...COn December 28, 1957, Catherine Mary Richardson, M.D 
D.P.H., of 4. Park Avenue, Hexham, Northumberland, aged 83 

Roberts--On January 1 1958. William Owen Roberts, M.R.CS., 
LRCP.. L.DS 

Robson.--On January 3. 1958, at “* Westbrig."" Cramond Road. North 
Barnton. Midlothian, Charles Crichton Robson, M.C., L.R.C.P.&S.Ed 
L.R.F.PS 

Rowan.—On December 25, 1957, at Ontario, Canada, Patrick Theodor 
Celestine Rowan. MB... B.S.. formerly of Biggleswade, Beds. 

Sandford.—On December 24, 1957, at his home, Hill Head, Fareham 
Hants. George Calrow Sandford, M.D., late of Devonport, aged 8&8 

Stephen..-On December 27, 195 at the Royal Northern Infirmary, 
Inverness John William Stephen. M.B., Ch.B, D.P.H., J.P., of 
Cul'achie. Bow of Gar*en, Inverness-shire 

Ta:lor.—On December 15, 1957, at Parkstonc, Dorset. Alfred King 
Burford Richard William Taylor, M.B., B.S., formerly of Doddington 


Trueman.--On December 25, 1957, at St. Bartholomew's Hospital, London, 
Raymond Shaw Trueman. M.B., F.R.C.S.Ed., of Amesbury, Wilts 

and 6. Rutland Road, Wanstcad, London. E., aged 454, 

Varley.—On December 18, 1957, Samuel Cyril Varley, M.D., of 3, Heath 
cote Drive, East Grinstead, Sussex. 

W-outhton.—On December 31. 1957. at Eastbourne, Sussex, Arthur Oliver 
Bird Wroughton, D.S.0., M.R.C.S., L.R.C.P., Colonel, late R.A.M.C 
retired 
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Jan. 25, 1958 


Any Questions ? 


We publish below a selection of those questions and 
answers which seem of general interest. It is regretted 
that it is not possible to supply answers to all questions 
submitted. 


Persistent Hot Flushes 


Q.— What treatment is advised for a patient aged 54 who 
has had menopausal hot flushes for nearly ten years? Un- 
less taking stilboestrol or ethinyloestradiol she may have 
a flush every hour. A proprietary mixture of male and 
female hormones appeared to produce kirsuties after two 
months. For how long is it safe to give ovarian hormone 
and what are the dangers, especially of producing malignant 
chang.s ? 

A.—Probably the main reason for the continuation of 
climacteric symptoms in this case is that oestrogens have 
been given in too large a dose for too long a period. In 
general, it is seldom necessary to give more than 0.2 mg. 
of stilboestrol daily to control climacteric symptoms, and 
this dose should be given for not more than a month at 
atime. Treatment should then be stopped for 10 to 14 
days and resumed at the same dosage. After one or two 
cycles of this treatment it should be possible to reduce the 
cose to 0.1 mg. daily and eventually to stop it altogether. 
In adjusting the dose, the aim should be to abolish most, but 
not quite all, of the symptoms. An alternative possibility 
would be to give chlorotrianisene, two capsules a day for 
30 days, and symptoms would probably be abolished for 
a period which might extend for several weeks after the 
cessation of treatment. A second similar course might be 
necessary, 

Opinions on the risk of oestrogen therapy vary consider- 
ably. Experimental evidence suggests that the carcinogenic 
aciion of oestrogens is abolished by giving interrupted treat- 
ment. It is uncertain whether this applies to the human 
female, as it does to the guinea-pig, but it would certainly 
appear to be safer—and more closely physiological—to give 
intermittent treatment as described above. The risk of 
producing malignant changes cannot be ignored, but there is 
little, if any, acceptable evidence that such changes in 
humans have ever resulted from properly administered 
oestrogenic hormones. In any case, it is clearly the path 
of wisdom to keep the course of treatment as short as 
possible. 


Treatment of Umbilical Herniae 


Q.—What are the indications for active treatment of 
umbilical herniae in infants and children? If operative 
repair is to be undertaken when should it be done? Are 
conservative measures, such as umbilical belts, of any value 


or even harmful ? 


A.—Two different conditions are generally confused to- 
gether under the name of umbilical hernia in children: 

(1) The true umbilical hernia, in which the abdominal 
contents protrude through the centre of the umbilical scar 
and a “collar” of fibrous tissue continuous with the linea 
alba can be felt surrounding the neck of the sac. This type 
invariably cures itself spontaneously sooner or later by con- 
traction of the collar. Cure can be accelerated by efficient 
strapping with non-extensible adhesive plaster, thus prevent- 
ing the bowel or omentum emerging and stretching the 
Opening. A strip 3 inches (7.5 cm.) wide and at least a foot 
(30 cm.) long should be used, a firm grip being gained on one 
side and then a vertical fold of skin brought over the 
umbilicus while the child is relaxed. The plaster, if kept 
dry, will not need to be changed for ten days or so. 
Efficient strapping of this kind will often end a vicious circle 
in which the protrusion of bowel hurts a baby, causing con- 
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tinuous yelling, more protrusion, and so on. Pennies and 
pads under the sticking-plaster detract from its efficiency, 
and the common application of some 4 inches (10 cm.) of 
elastic strapping is quite futile. The most futile of all treat- 
ments are rubber belts, the objection to which was well put 
by one mother who said that her baby always wore it as 
a brassiére. 

(2) The “ semi-umbilical hernia,” in which the bulge 
appears half in the umbilical scar and half above it. It is 
really a hole in the linea alba just above the umbilicus ; 
there is no collar, and no tendency to spontaneous cure. 
These herniae are much rarer than the true umbilical type 
and probably are the origin of the dangerous umbilical 
herniae of later life. They should be closed by operation 
some time after the first year of life. 

There is no record of death from strangulation of either 
form of hernia in a child during the last thirty years at the 
Hospital for Sick Children, Great Ormond Street. 


Iridectomy and Anaesthesia in Cataract 


Q. What are the indications for preliminary iridectomy 
in the treatment of senile cataract? What are the rela- 
tive merits of general and local anaesthesia for the opera- 
tion of cataract extraction ? 


. 


A.—I think that the only justification for “ preliminary 
iridectomy in the treatment of cataract ” is in order to test 
the reaction of an eye which has suffered from attacks 
of iridocyclitis and has been quiescent for six or more 
months. For many of such cases, in the future, preliminary 
iridectomy will be unnecessary, for with the help of corti- 
sone the iridectomy and the intracapsular cataract extrac- 
tion may be done at the same time. The ancient practice 
of a preliminary iridectomy for certain aged or bronchitic 
patients, or to expedite the maturity of the cataract, has in 
my opinion no place in modern eye surgery. It submits the 
patient unnecessarily to the ordeal of two major eye opera- 
tions when only one is necessary. The use of corneoscleral 
sutures and the intracapsular method of cataract extraction 
reduce considerably the hazard of the post-operative com- 
plications feared in the days when preliminary iridectomy 
was more often practised. 

Before the advances of modern anaesthesia the eye be- 
came congested during an inhalation anaesthetic, the risk 
of intraocular bleeding was increased, and the damage 
done by post-operative vomiting was serious and often irre- 
parable, so that local analgesia was the method of choice. 
To-day the trend is towards general anaesthesia. A general 
anaesthetic given by an anaesthetist skilled in this work 
has considerable merit, particularly for tense, apprehensive, 
and nervous patients. for whom it may mean the difference 
between surgical success and disaster. Thiopentone sodium 
lowers the intraocular pressure and curare produces 
akinesia of the orbicularis muscle and extraocular muscles, 
both features of considerable importance in the safe execu- 
tion of the cataract operation, It is also important during 
general anaesthesia to block nerve impulses by injecting 
local analgesic solutions, such as lignocaine, astride the 
facial nerve’s branches to the orbicularis muscle and the 
post-ganglion‘c fibres from the ciliary ganglion, and into the 
belly of the superior rectus muscle. 

As is well known, apprehension, tension, and nervousness 
may raise the intraocular pressure and make vitreous loss 
a potential danger, and this risk is eliminated by the loss of 
consciousness. Nevertheless a badly given general anaes- 
thetic may be much more dangerous than doing the opera- 
tion under local analgesia. An intermediate approach is 
basal narcosis with a combination of pethidine, chlorpro- 
mazine, and promethazine, but such is not always reliable. 
However, for stoical, phlegmatic, well-disciplined 
patients, and for those for whom a general anaesthetic is 
contraindicated, local analgesia, with regional seventh-nerve 
block and akinesia of the extraocular muscles, is both safe 
and adequate. The ideal anaesthetic for eye operations, 
devoid of all risk, remains to be discovered. 


y 
4 
al 
} 
al 
n- 
at 
in 
x 
nt 
L 
th 
th 
hn 
* 
4) 
1 
cl 
id 
k 
k 
S., 
rth 
d 
m 
of 
ing 
= 
on, 
its 
th ween 
ver 
C 


236 JAN. 25, 1958 


Ethyl Chloride, Nitrous Oxide, and Oxygen Mixture 


Q.—! give a number of dental anaesthetics, chiefly to 
hildren, using a McKesson apparatus with vinyl ether in 
iddition to nitrous oxide and oxygen for prolonged anaes- 
thesia. I would prefer, however, to give ethyl chloride in 
the nitrous oxide and oxygen mixture, as in many ways this 
s safer and better than vinyl ether or trichlorethylene. Is 
there any apparatus which can be incorporated with a 
VUcKesson for delivering ethyl chloride by drip or by con- 
trolled addition to the mixture? Is there any objection to 
nitrous oOxide-oxygen mixture with ethyl 


the idea of a 

hloride in an open circuit ! 

A.—Ethy! chloride as a supplement to nitrous oxide and 
oxygen has been in use for a very long time. Within the 
ast fifteen years serious interest in this combination has been 
revived.’ There is no commercially available vaporizer 
for ethyl chloride for the McKesson apparatus, nor is there 
one for such British equipment as the Boyle or Walton. 
However, all that is necessary is a small hole in the circuit 
somewhere between apparatus and patient into which ethyl 
chloride can be squirted. A drip vaporizer would need 
special precautions in its design owing to the low boiling- 
point of ethyl chloride. 

There is no objection to ethyl chloride being used in an 
“open” circuit. Ethyl chloride is widely used, its main 
danger being overdose. Many anaesthetists, however, 
particularly in the United States, would not agree with the 
questioner that ethyl chloride “is safer and better than 
vinyl ether or trichlorethylene.” 
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Hot-air Sterilization 

Q.--What are the uses of hot-air sterilization 

A.—Hot-air sterilization is the best method for sterilizing 
dry glassware of all kinds. It is particularly useful for all- 
glass syringes and for certain makes of glass syringes with 
netal nozzles which are guaranteed by the manufacturer 
to withstand dry heat at the required temperature. The 
nethod is applicable also to hypodermic and intravenous 
needles, suture needles, forceps, scissors, scalpels, and scalpel 
blades, and to other surgical instruments. In order to 
destroy all bacterial spores it is usual to expose the clean 
dry instruments or glass for one hour at 160° C. (320° F.) 
n a hot-air oven. This method, however, is only recom- 
nended when direct contact of the material with moist 
steam is impractical. One important objection to the use 
of dry heat is the greater length of time required. 

Petroleum jelly gauze may be sterilized in the hot-air 
oven at 160° C. for 2$ hours, Care must be taken to pack 
the gauze in a metal box, which should be no more than 
two-thirds full. Gauze, bandages, and cotton-wool are only 
slowly penetrated by dry heat, and these materials should 
he placed in the cold oven and the temperature raised slowly 
over a period of one hour to reach 160° C. in order to allow 
heat penetration ; thereafter a further exposure of one hour 
at 160° is adequate for sterilization. There is, however, a 
risk of imperfect sterilization if the time of exposure is 
shortened or the temperature falls below 160° C. It is usual 
to find some discoloration and friability of cotton materials 
ifter this method 

Rubber materials such as gloves and catheters cannot be 
sterilized by this method without the risk of serious damage : 
gum catheters and many plastic materials also deteriorate. 
Some nylon syringes and other plastic materials can be 
sterilized satisfactorily by hot air, but it is wise before 
purchasing such instruments to ascertain from the makers 
whether they will in fact resist hot-air sterilization at 160° C. 
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Premature Closure of Epiphyses 


Q.—(1) What criteria are necessary for a diagnosis of 
premature closure of the epiphyses in a child, and how soon 
may the diagnosis be made with confidence ? (2) What are 
the commonest causes of the condition, and what is their 
treatment, if any, and prognosis? I have in mind a child 
of 13 years. 

A,-—-Premature closure of the epiphyses can be recognized 
radiologically by a study of sample areas of epiphyses, 
which will vary according to the age of the child concerned, 
For example, fusion of the epiphyses in the iliac crest and 
ischium in a child of 13 years would clearly be abnormal, 
because normally the epiphyses should not be evident by 
this age. Other valuable sites would be the elbow and 
shoulder regions. It must be remembered that boys’ 
epiphyses fuse later than girls’, so the sex as well as the age 
of the child is important. Comparison with the x rays of 
a normal control of the same age and sex is always helpful. 

The commonest causes of premature fusion are sexual 
precocity, which may be (and usually is) constitutional and 
presumably owing to premature activation of the pituitary 
from some unknown cause, the adrenogenital syndrome, and 
Albright’s syndrome (polyostotic fibrous dysplasia). It has 
been suggested’ also that repeated illnesses may so suppress 
cartilage growth that fusion occurs earlier and results in 
dwarfing. 

Treatment will vary with the cause, but prognostically 
it can be said that if *he epiphyses have fused there will 
certainly be no further growth. No treatment is necessary, 
or advisable, for constitutional sexual precocity. 
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NOTES AND COMMENTS 


Streptomycin and Visual Disturbance.—-Dr. G. F. Wacker 
(Peterborough) writes: I would like to refer to the problem 
mentioned in “ Any Questions ?** (December 7, 1957, p. 1382). 
Dr. R. E. Loder, who has long been especially interested in 
the clinical pharmacology of curare and allied substances, has 
just told me that he and other anaesthetists are aware that 
streptomycin has a curare-like effect. I asked him to see a 
patient of mine who had just completed a course of six weeks’ 
streptomycin. He found that both her vision and her muscular 
power improved when 1.5 mg. of neostigmine was given intra- 
venously, and the patient herself was very conscious of this 
improvement, too. 

Our Experr replies: I have no experience of streptomycin 
showing any curare-like properties and I have not been able to 
find any record of any such observations being made. Strepto- 
mycin in general has a neurotoxic effect, but it appears to select 
the sensory nerves rather than the motor ones. 


The sixteenth Annual Report of the Registrar- 
General, mentioned in the first footnote to the annotation on 
“International Classification of Diseases’ (January 11, p. 94), 
was published in 1856, not 1956 as printed. 


Correction. 


Collected Articles from the “ British Medical Journal ” 

The following books are available through booksellers or 
from the Publishing Manager, B.M.A. House. Prices, which 
include postage, are now the same for both inland and overseas. 

Emergencies in General Practice (26s. 9d.). 

Refresher Course for General Practitioners, Volumes 2 and ? 
(26s. 9d. each) 

Clinical Pathology in General Practice (22s. 3d.). 


All communications with reeard to editorial business should be addressed 
to THE EDITOR, Brittsu Mrpicat Journat, B.M.A. House, Tavistoc® 
Souarr, Lonnox. Tetrenonr: EUSTON 4499 TeLrGRaMs: 
A'tioloey, Westcent. London. ORIGINAL ARTICLES AND LETTERS 
forwarded for publication are understood to be offered to the British 
Medical Journal aone un'ess the contrary be stated 

Authors desirine REPRINTS should communicate with the Publishing 
Menager. R.M.A_ House. Tavistock Square, W.C.1, on receipt of proofs. 

ADVERTISEMENTS should be addressed to the Advertisement Director, 
B M.A. Hous:, Tavistock Square London, W.C.1 (hours 9 a.m. to 5 p.m.) 
Triepnone: EUSTON 4499. TrieGrams: Br'tmedads, Westcent. London. 

MEMPERS’ SUBSCRIPTIONS should be sent to the SECRETARY of 
the Association. Teternone: EUSTON 4499. TeLrGrams: Medisecra, 
Westcent. London 

B.M.A. Scorrisn Orrice: 7, Drumsheugh Gardens, Edinburgh. 
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